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PHYSIOLOGICAL TREATMENT FOR FRACTURES OF THE 


METACARPALS 


AND PHALANGES 


Preston J. Burnham, M.D., Salt Lake City 


RACTURES of the distal phalanges cause 
kK little difficulty in reduction and immobili- 

zation during the period of healing. They 
are treated by manually molding the frag- 
ments together. A compression bandage is applied. 
and possibly an over-all splint is applied to prevent 
further injury. The “baseball fracture,” or avulsion 
of the extensor aponeurosis insertion, is treated by 
flexion of the proximal and hyperextension of the 
distal interphalangeal joints. The remaining types 
and sites of fractures in the bones of the hand often 
result in crippled digits with little function. 

Examination of the functional anatomy of frac- 
tures in the hand and of the rather frequent poor 
results indicate that poor control of the ray (digit 
and metacarpal) permit the muscle-tendon systems 
of the hand to distort the fracture fragments. Fur- 
thermore, the usual lack of compression over the 
injured area permits edema to remain throughout 
healing. Its result is crippling, all-invasive fibrosis. 
Open methods of plating and the blind methods of 
pinning open routes of possible infection. 

The criteria for the reduction, immobilization, 
and future successful function of most single frac- 
tures in the hand appear to be as follows: (1) com- 
plete control of the fractured bone during reduction 
and healing; (2) placement of the hand so that the 
muscle-tendon systems are at minimal tension; (3) 


In the treatment of fractures of the meta- 
carpal and phalangeal bones it is not neces- 
sary to apply much force for reduction or to 
apply great tension to keep the fragments in 
place. The splints here described are de- 
signed to hold the digits in a position of rest 
with the opposing muscle-tendon systems at 
minimal tension. The technique, carried out 
usually under regional block anesthesia, be- 
gins with the splinting of the patient’s fore- 
arm, wrist, and hand, after which both hands 
of the physician are free to reduce the 
fracture and place the fractured digit on its 
splint. The finger and thumb splints, being 
made of aluminum, are readily cut and bent 
and facilitate x-ray studies because they are 
radiolucent. 


immobilization of the entire ray which contains 
the injured bone—digit, metacarpal, wrist, and 
forearm—to prevent distortion by the muscle- 
tendon systems; (4) compression throughout the 
injured area to avoid edema with its ensuing 
fibrosis; and (5) closed method of reduction and 
immobilization if possible. A splint and the tech- 
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niques of its uses, to be described, seem to meet 
these requirements and may be applied in most 
cases by a physician working alone. 


Fig. 1.—Top, two views of finger splint. Bottom, left and 
right thumb splints. 


Position of Rest 


When the muscle-tendon systems are at maximal 
relaxation, the counter tensions of external devices 
need not be great to resist them nor is it necessary 
to apply strength in the reduction of the fractures. 
The best way in which to show this “position of 
rest” is to hang the completely relaxed hand in a 
container of water. The water counteracts the pull 
of gravity. Most of the fractures will be treated by 
placement of their rays in this position. 


Derse/ Expansion 


Position of Rest 
Distal Fixation 


Fig. 2.—Top, typical displacement of fragments in frac- 
tures of middle phalanx (unless disturbed by external force 
of trauma). Bottom, reduction and immobilization by “cock- 
up” position and distal fixation on finger splint. 


Figure 1 shows two views of the finger splint 
and the left and right thumb splint used to hold 
any digit in this position of rest. Note that whereas 
the finger splint can pivot to any of the four fingers, 
the thumb splint is made for either right or left 
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thumb. The finger splint is used for all fractures of 
the middle and proximal phalanges and for frac- 
tures of the shaft and base of the second through 
fifth metacarpals. The thumb splint is used for 
fractures of the proximal phalanx of the thumb 
and of the first metacarpal. The principle of both 
splints is to hold the forearm, wrist, hand, and 
digit in a position of rest where the muscle-tendon 
systems exert least tension. The digit is held by 
the distal fixation of tape. There is no variable 
spring or rubber tension. It is a closed method and, 
hence, does not open routes of infection. 

Figure 2 (top) illustrates the mechanism of angu- 
lation and shortening of fractures of the middle 
phalanx. Note that once the fragments have been 


& 

Fig. 3.—A, splint fitted to injured ray by bending distal 
part and wrist cuff. B, volar plaster slabs fitted as cock-up 
splint to hold metacarpal arch. Distal edge is cut on bias to 
fit proximal flexion crease. C, padded plaster (wet) applied 
to hand and forearm, wrapped with gauze, and held in 
proper position until set. D, split, l-in. tape applied to 
digit of injured ray after painting with tincture of benzoin. 
E, fracture (proximal phalanx here) gently reduced. F, posi- 
tion maintained by pressing end of tape to under surface of 
splint. G, strips of elastic adhesive applied about finger and 
splint and elastic bandage or circular plaster to forearm and 


hand. 


angulated the muscle-tendon systems that have 
their insertions beyond the site all shorten to in- 
crease the distortion. This phenomenon is respon- 
sible for the distortion of most fracture fragments. 
The bottom illustration in figure 2 shows the mech- 
anism of its reduction and immobilization. 
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Application of the Splint 


Anesthesia, usually by regional block, is first 
initiated. Figure 3 shows the application of the 
splint. The method is quite the opposite of orthodox 
techniques. Instead of first reducing the fracture 
and then attempting to splint it, here the forearm, 
wrist, and hand are first splinted. Both hands of the 
physician are then free to reduce the fracture and 
place the digit on the splint. 

The aluminum splint is applied to the hand and 
forearm and easily bent to fit the injured digit. 
Excess metal over % in. beyond the tip of the digit 
is cut off (fig. 3A). 

The splint is fixed to the wrist, hand, and fore- 
arm by laying a padded volar cock-up splint of 
plaster from the proximal transverse flexion crease 
of the palm to the proximal end of the forearm 
part of the splint (fig. 3B). These are held in posi- 
tion with a wrapping of 2-in. roller gauze. The 
patient’s hand is carefully held in the operator's 
two hands while the plaster sets, in order to main- 
tain the gentle arch of the metacarpals (fig. 3C). 
When the plaster is dry and the hand, wrist, and 
forearm are firmly immobilized, the physician may 
begin the reduction with both hands free to work. 

First the digit is painted with tincture of ben- 
zoin (fig. 3D). When this is dry, a split piece of 
l-in. tape is applied to the dorsum of the finger, 
extending only to the fracture site. If there is an 
open lesion at the site of the fracture, it is first 
cleansed and sutured. 

The early reduction of fractures in the hand re- 
quires no great strength (fig. 3E). The patient's 
hand is grasped with one hand, and the digit distal 
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Fig. 4.-Top, fracture of the proximal phalanx of finger 
with its typical displacement. Bottom, reduction by cock-up 
of wrist, position of rest, and distal traction. 


sition of Rest 
end Dista/ on 


to the fracture is grasped with the fingers of the 
other hand. Gentle traction, with sometimes the 
counterpressure of the operator's thumb or index 
finger as indicated by the circumstances, results in 
a smooth reduction. 
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The digit is then laid on the splint and fixed in 
position by pressing the tape to the underside of 
the splint (fig. 3F). The index finger is held up out 
of the way in this photograph to show the injured 


Extensor tendon 


Position of Rest 
and Distal Fixation 


Fig. 5.—Top, displacement of fractures of base and shaft 
of metacarpals of fingers. Bottom, reduction on finger splint. 


finger on the splint. An x-ray is now taken. This is 
easily done because the splint is radiolucent. If the 
position of the fragments is acceptable, strips of 
elastic adhesive—'z by 2! in.—are placed about the 
digit and splint to further immobilize the digit, to 
prevent edema, and to keep the tape in place 
(fig. 3G). An elastic bandage is then applied about 
the hand and wrist. If the patient is apt to give 
the injured member hard usage, a light circular cast 
may be used in place of the elastic bandage. No 
plaster is ever used or needed on the digit. The 
plaster cock-up splint is used with all applications 
of the finger and thumb splints. 

Figure 4 shows the mechanism of fracture, dis- 
placement, reduction, and immobilization of the 
proximal phalanx. Note the angulating effect of 
the intrinsic muscles and the worsening of the dis- 
placement by all the long tendons. Reduction is 
maintained on the splint. Distal fixation does not 
mean distal traction. The digit is simply held by 
the tape without the distracting traction that may 
result in nonunion. 

Fractures of the shaft and base of the meta- 
carpals (fig. 5) are distorted by the long tendons 
but held in proper alignment by placement of the 
hand in a position of rest, reduction, and fixation 
of the digit distally on the finger splint. 

Fractures of the proximal phalanx of the thumb 
(fig. 6) are treated by the same technique as for 
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those of the proximal phalanges of the fingers, in 
that the thumb splint is applied and held with 
plaster and gauze and then the fracture is reduced 
and fixed with tape and 
elastic adhesive. 

Volar displacement of 
the head of the second 
and fourth metacarpals oc- 
curs with fracture through 
the neck. The treatment of 
this type of fracture ap- 
pears to require the re- 
placement of the head by 
pressure on the flexed 
proximal phalanx. The fin- 
ger splint (fig. 7) is simply 
bent in the direction shown 
and placed upon the dor- 
sum of the hand. The usual 
volar plaster cock-up splint 
is slipped into the palm in- 
side the flexed finger and 
held with gauze while the 
finger is held by a sim- 
ple strip of tape about 
the middle phalanx. Care 
must be exercised to ob- 
tain an exact fit, or else pressure sores may appear. 


in all applications. 


Dressing of Wounds 


There were four bullet wounds that comminuted 
the phalanges in a series of 32 fractures treated by 
the splints. The wounds were cleansed with soap 
and water. After sharp débridement, the skin dis- 
ruptions were closed. After closure of the skin, 


Posi tien of Rest 
end Distol Fixation 


Fig. 6.—Reduction of fracture of proximal phalanx of 
thumb. 


reduction was accomplished in the above-described 
manner and the finger immobilized on the splint. 
Motion was excellent after healing. The tape was 
applied only on the intact skin. 
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In order to dress open wounds, the bandage is 
cut off and the splint depressed to dress both dorsal 
and volar wounds of a digit. If the digit is not force- 


Fig. 7.-Immobilization of fractures of neck of second through fourth metacarpals with 
finger splint bent and applied to dorsum. Plaster cock-up splint and elastic bandage are used 


fully manipulated during the dressing change, it 
will remain in this position of rest without change. 
The distal splint is simply bent back up in place 
after the clean dressing has been applied. The 
finger is reapplied to the splint as before. 

It is well to note that, whereas a straight-edged 
plaster volar cock-up splint is used with the alumi- 
num splint for fractures of the phalanges and the 
second through fourth metacarpals, a_ lateral 
(radial) extension (or lip) of plaster is needed to go 
over the dorsum of the first metacarpal when this 
bone is fractured to hold it firmly against the splint. 


Summary 


Aluminum finger and thumb splints have been 
combined with a volar “cock-up” plaster cast for 
the treatment of fractured phalanges and meta- 
carpals. The technique differs from the orthodox 
in that the fractured bone is reduced and splinted 
only after the forearm, wrist, and hand have been 
immobilized. It is a closed method which is ap- 
plicable to simple fractures and appears to be the 
only method by which markedly comminuted frac- 
tures may be immobilized. The fractured bone is 
under complete control during reduction and heal- 
ing. Edema is avoided by directly applied com- 
pression. X-ray studies are easily performed 
through the radiolucent splints. Most fractures in 
the hand can be reduced by a single physician 
using this technique. 

508 E. South Temple St. (2). 


The finger splint used in this study was supplied by the 
Richards Manufacturing Company, Memphis, Tenn. 


a 
= 
\ 
Tener Muscles Flex. Po/. Lonyus 


Vol. 169, No. 7 


ISOTOPE CIRCULATION STUDIES IN CONGENITAL HEART DISEASE 


Richard H. Greenspan, M.D., Richard G. Lester, M.D., James F. Marvin, Ph.D. 


and 


Kurt Amplatz, M.D., Minneapolis 


The great forward strides in the field of intracar- 
diac surgery made in the past decade have placed 
an increasing burden on those responsible for the 
diagnosis of various congenital defects. Whereas just 
a few vears ago the diagnosis of “congenital heart 
disease” was sufficient, in the vast majority of in- 
stances, to preclude direct operative repair, today 
such a diagnosis is of little or no value. The exact 
site of the defect and its hemodynamic behavior 
must be determined with accuracy so that the feasi- 
bility of correction can be ascertained. Surgical 
approaches and bypass techniques will vary greatly 
with location of the lesion, so that accurate preoper- 
ative diagnosis is of prime importance. 

Intracardiac and extracardiac left to right shunts 
usually can be detected by use of the cardiac cathe- 
ter and determination of oxygen content of blood 
samples withdrawn from the various chambers and 
vessels. Areas of obstruction or stenosis are located 
by pressure variations. Right to left shunts are, how- 
ever, considerably more difficult to pinpoint. The 
catheter is directly useful only in the rare case in 
which it happens to pass through the defect. Angio- 
cardiography, with injection being made either into 
a vein in the arm or directly into the chambers at 
the time of catheterization, yields considerably 
more accurate results. However, this procedure has 
two main drawbacks: a small shunt may be missed 
because an insufficient amount of dye passes through 
it, or dilution of the dye will be so rapid that the 
small jet is missed; and the procedure is technically 
difficult. In addition, although hazards have been 
reduced by use of newer contrast mediums, there is 
still some inherent danger in injecting large amounts 
of iodinated contrast material. 

Dye dilution, which has proved very successful 
when performed by those with experience and com- 
petence, is at best a rather cumbersome procedure. 
For the most accurate results, arterial puncture is 
necessary. Although this can be accomplished with 
relative ease in the adult, the placing of an indwell- 
ing arterial catheter in the infant or voung child 
is a fairly difficult procedure that may well upset 
the physiological state of the patient. Although 
oximetric measurements in the ear obviate the need 
for arterial puncture, they have been reported as 
considerably less accurate than values obtained by 
arterial sampling, particularly in infants and young 
children. ' 

From the Department of Radiology, Univergity of Minnesota. 


Read before the Section on Radiology at the LO7th Annual Meeting 
of the American Medical Association, San Francisco, June 25, 1958. 


In the diagnosis of congenital cardiac de- 
fects, right to left shunts may be more diffi- 
cult to detect and accurately localize than 
left to right shunts. A new procedure de- 
veloped for detecting shunts consists of 
injecting a substance (I'''-labeled sodium 
and methylglucamine  diatrizoate) which 
serves as a rapidly excreted radioactive 
tracer. The injection is made into the various 
chambers of the heart by way of a catheter 
inserted through a vein, but injection by 
direct venipuncture also gives useful results. 
Three radiation counters are placed over the 
heart, over a peripheral lung field, and over 
a femoral artery, and the time of appearance 
of increased radioactivity at these three 
places is found to give information that can- 
not be obtained from electrocardiograms, 
pressure recordings, and angiocardiograms 
alone. The procedure demonstrated its use- 
fulness in 42 patients suspected of having 
right to left shunts. A variety of other condi- 
tions can also be investigated by this means, 
and a marked delay (up to 20 seconds, as 
compared with a normal of 5 seconds) in the 
appearance of radioactivity in the femoral 
artery and leg was among the features noted 
in 17 patients with disease of the mitral 
valve. The apparatus needed in this pro- 
cedure can be reduced to a compact, port- 
able unit, and the method has obviated the 
need of puncturing the femoral artery in the 
detection of intracardiac and extracardiac 
shunts. 


A new procedure, therefore, has been developed 
for the detection of shunts, consisting of the injection 
of trace amounts of a radioisotope into the various 
cardiac chambers and the vessels and the recording 
of appearance times and concentration slopes by 
means of externally placed, collimated scintillation 
counters.” 

This method obviates the need for arterial punc- 
ture. Recordings are made from counters over the 
precordium and from over an extremity. A third 
counter can be used as desired, either over the 
lung or over another peripheral vessel. This study 
is very simple to perform and can be done ade- 
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quately by a trained technician. Direct recording 
allows immediate interpretation of tracings. Exact 
timing of the injection is unnecessary, since the 
counter placed over the precordium detects the 
appearance of the radioactive material at the heart 
and timing is from heart to peripheral artery, rather 
than from arm, or catheter end, as with dye dilution. 


OS AMP. UNIVIBRATOR AND 
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of stable sodium and methylglucamine diatrizoate 
in order to increase its specific gravity. It is then 
lavered in a syringe in front of 5 cc. of saline solution 
and rapidly injected into the catheter when the 
study is performed. 

Initially, radioiodinated human serum albumin 
was the injected material. However, we thought it 
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Fig. 1.—Recording apparatus for detection of shunts. A, shielded counters and rate meters. B, diagram of multichannel 
radioisotope detector and recording unit. C, high-voltage power supply and transistorized plug-in rate meters. D, low-voltage 


and high-voltage supply with rate meters and control unit. 


Methods 


Radioactive iodine (I'*')-labeled sodium and 
methylglucamine diatrizoate (Renografin) is used for 
these studies. It is supplied in sterile form, with ac- 
tivity of 300 to 400 we per cubic centimeter. Approwi- 
mately one pc per kilogram of body weight is used 
for the initial injection (50 ye for the average adult ). 
Second and third injections require doubling and 
tripling the initial dose to produce enough counts 
above body background for accurate detection. The 
radioactive material is premixed with a small volume 


essential to reduce radioactivity to the patient to 
a minimum. For this reason, the I '"'-labeled sodium 
and methylglucamine diatrizoate was substituted 
for the iodinated albumin. This rapidly excreted 
urographic contrast material has a half-life of well 
under five hours in the patient with normal kid- 
neys, as compared to three days for iodinated al- 
bumin. 

Collimated, shielded scintillation counters are 
suspended by cables from a metal frame which 
travels in the supporting track for the image inten- 
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sifier used during the catheterization. A spring sus- 
pension, set for 27 lb., permits each counter to be 
individually adjusted to the height desired. These 
detectors include 1-by-l-in. thallium-activated so- 
dium iodide crystals and are shielded by a minimum 
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(TRANSPOSITION 
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TIME —- 


Fig. 2.—General patterns observed in isotope circulation 
studies. 


of 1 in. of lead (fig. 1). Just prior to the injection, 
the counters are rolled into position and are held 
over the precordium and the femoral artery. A third 
counter has been utilized over the lung in a series 
of patients. 

The great majority of our studies have been 
accomplished at the time of catheterization, with 
injection being made through the cardiac catheter. 
However, injection by direct venipuncture has been 
done with good results in adults as a screening 
method for the detection of shunts. A large-bore 
needle (no. 18) is necessary in order to get a good 
bolus of radioactive material, and the placing of 
such a needle is, of course, not practical in infants 
and young children. 
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sealed, transistor, high-voltage unit (1,500-volt reg- 
ulated ), as illustrated in figure 1 (C). The amplifier, 
multivibrator, and rate meter circuits are fully tran- 
sistorized and are a single plug in the unit. The rate 
meters were designed to connect directly to the four- 
channel Sanborn Polyviso recorder. Figure 1 (D) 
shows the low-voltage power unit and three rate 
meters assembled in the control unit. The pream- 
plifiers are mounted with the photomultiplier tubes 
in the shielded section of the counters. 

Linear circuits were utilized initially. However, 
this type of integration was found unsuitable for 
congenital heart studies, since the counting rates 
could not be accurately predicted. The short dura- 
tion of the entire procedure precludes sensitivity 
adjustments during the study, so all controls must 
be preset. The circuits finally adopted provide non- 
linear recordings closely approximating a logarith- 
mic two-octave scale. 

In cases in which more than one injection is being 
made, recording of residual radioactivity in the body 
is suppressed by changing the time constant of the 
storage circuit, and a switch is provided for this 
on the control panel. The entire circuit, as finally 
developed, is a small, light-weight, and compact 
unit. 

Results 


When injection is made through the cardiac cathe- 
ter, the precordial counter records an immediate 
sharp rise in activity. If a peripheral vein is injected, 
the rise will be delayed a few seconds. One to two 
heartbeats later the material is detected by the 
counter held over the peripheral lung field. If the 
cardiac (precordial) counter is sharply collimated, 
a slight decrease in activity will be observed while 
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Fig. 3.—Normal tracings. Left, injection into right atrium. Right, injection into antecubital vein with third counter over Jung. 


Special instrumentation has been developed for 
these studies. Since information must be collected 
over relatively short times, rate meters with short 
time constants (/s to 1 second) are essential. Figure 
1 (B) shows a schematic representation of the entire 
unit. Counters are supplied from a hermetically 


the isotope is in the lungs. This is followed by 
another increase in activity and then a decline to 
equilibrium. 

In the normal person, (fig. 2 and 3) the collimated 
counter over the femoral artery then records a pre- 
cipitous rise, followed by a slight decrease in activ- 
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ity before equilibrium is reached. Heart to femoral 
artery time varies between 5 and 12 seconds and 
depends partly on cardiac rate. We have found 
heart to femoral artery intervals of between 9 and 
18 heartbeats in normal persons. If a proper injec- 
tion is made, all normal persons will exhibit a sharp 
rise in radioactivity over the femoral artery. We 
attach no significance to the down slope of the 
femoral artery curves, since the counter placed over 
the upper leg is recording radioactivity from the 
veins and capillaries as well as from the artery. 
Right to left shunts are characterized by a short 
interval between appearance of the radioactive 
material at the heart and its appearance at the 
femoral artery, as the isotope containing desatu- 
rated blood is shunted into the systemic cir- 
culation (fig. 2). Two general groups have been 
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Fig. 4.—Tracing of patient with tetralogy of Fallot with 
marked desaturation. Note two-second heart to femoral 
artery interval. 


observed: Grossly cyanotic patients, in whom a 
considerable portion of the systemic cardiac output 
consists of desaturated blood, exhibit the early ap- 
pearance of a large bolus of radioactivity at the 
femoral artery and a short stay of the material at 
the heart. This pattern occurs in patients with 
transposition of the great vessels, cyanotic tetralogy 
of Fallot, and pseudotruncus (fig. 4). Patients with 
smaller right to left shunts, most frequently septal, 
show early appearance as in the grossly cyanotic 
group, but the amount of radioactivity appearing 
early is small and variable and a shallow slope ot 
appearance is often seen over the femoral artery 
(fig. 2). These defects are frequently, although not 
necessarily, associated with left to right shunts. 
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Location of the right to left shunt is determined 
by making multiple injections into various cham- 
bers. The most distal chamber or vessel that, when 
injected, will produce early appearance of radioac- 
tivity at the femoral artery is the site of the right 
to left shunt. A cyanotic boy for whom previous 
cardiac catheterization and angiocardiography had 
failed to indicate a definite diagnosis was studied 
by this method. Injection was made into the right 
ventricle, and, 5 seconds later, radioactivity ap- 
peared at the femoral artery (normal time) (fig. 
5A 

The catheter was withdrawn to the right atrium, 
and on reinjection a 2-second interval between the 
appearance of radioactivity at the heart and at the 
femoral artery was recorded (fig. 5B), clear evi- 
dence of a right to left shunt at the atrial level. 

Typical patterns of the precordial records for the 
various anatomic malformations producing right to 
left shunts have not, as vet, been noted. It is possi- 
ble that a few of the more common anomalies in 
this large group may exhibit constant precordial 
curves, but, as yet, this has not been observed. 

Forty-two patients suspected of having right to 
left shunts were examined by this method. Two 
grossly cyanotic adults were studied with several 
injections. Both patients were considered clinically 
to have right to left shunts before the isotope 
studies were done. Heart to femoral artery time was 
greatly prolonged in each case, rather than dimin- 
ished as one would expect with right to left shunt. 
On the basis of these studies a diagnosis of obstruc- 
tive pulmonary vascular disease was made and was 
subsequently confirmed at autopsy. Five cases of 
trilogy of Fallot were diagnosed. Two of these 
patients had previous cardiac catheterization and 
angiocardiography which failed to yield the proper 
diagnosis. in all five cases there was a much shorter 
heart to femoral artery interval when the radio- 
active material was injected into the right atrium 
than when it was injected into the ventricle (fig. 
5A and B). 

In four instances right to left shunts were missed. 
Two of the tracings are technically unsatisfactory, 
in that a very poor record was obtained from the 
counter over the femoral artery. It is likely that 
the end of the counter was not over the artery but, 
rather, over the soft tissue to one side of the vessel. 
In one case there was too much background varia- 
tion, and it is assumed that a small amount of 
radioactivity appearing early was masked by the 
background variations. In one instance we cannot 
explain the failure to detect a shunt. 

In the remainder of the cases there was agree- 
ment between the isotope results and angiocardio- 
graphic, surgical, or postmortem findings. 

Although the method was initially designed for 
the detection of right to left shunts, we have had 
the opportunity to study a variety of other condi- 
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tions. Patients with left to right shunts present a 
rather characteristic pattern. Initial appearance 
time at the femoral artery is the same as in normal 
persons, but the slope of the rise of radioactivity is 
much more gradual and the precordial and lung 
counters record continued high activity, due to 
recirculation (fig. 2 and 5 c). Location of the left 
to right shunt cannot be determined by this meth- 
od, since recirculation will occur no matter where 
the injection is made. 

Seventeen patients with mitral valve disease have 
also been examined. They all exhibit a similar 
pattern, although in varying degrees. Appearance 
time at the femoral artery is quite markedly de- 
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with a single counter placed over the heart and 
studied patterns in normal subjects and in patients 
with congenital heart disease. MacIntyre and co- 
workers * devised a method necessitating arterial 
puncture. Mack and associates ° placed a scintilla- 
tion counter over the heart, as did Zacks,®° who 
recorded patterns of appearance and disappearance 
from the heart. Thode and co-workers * studied 
circulation dynamics by means of inhalation radio- 
cardiography with use of radioactive methyl iodode. 

As yet we have made no attempt to quantitate 
our studies, although standardization of sensitivity 
of the recording apparatus and of dose should allow 
more precise determinations of dynamics. 
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Fig. 5.—A, tracing of patient with trilogy of Fallot after right ventricular injection. Note normal heart to femoral artery 
interval. B, tracing of same patient after right atrial injection. Note two-second heart to femoral artery interval. C, tracing of 
patient with left to right shunt. Note gradual rise of femoral artery counts and sustained elevation of heart counts. D, tracing 
of patient with mitral stenosis, showing delay in appearance at femoral artery with slow rise in counts. 


layed (up to 20 seconds), and a very gradual slope 
of increasing activity is observed by the leg counter 
(fig. 5D). Patients in cardiac decompensation and 
those with particularly large hearts also exhibit a 
gradual rise in femoral artery counts which resem- 
bles tracings from patients with left to right shunts 
and with mitral disease. 


Comment 


This method was developed in an effort to sim- 
plify the diagnosis of right to left shunts. It was 
not intended as a tool for detailed physiological 
studies. With use of externally placed counters, it 
is, however, possible to determine cardiac output. 
Goldring and associates" used radiocardiography 


Electronic circuitry had to be especially designed. 
Initial equipment was bulky, complex, and unre- 
liable. The final result, however, is a small, com- 
pact, and portable unit which, because of the 
transistorized circuitry, is extremely reliable. 


Summary 


A new method for the detection of intracardiac 
and extracardiac shunts has obviated the need for 
femoral artery puncture. The method is simple and 
requires little time. Right to left shunts can be 
accurately detected and located. Typical patterns 
have been observed in left to right shunts and in 
mitral disease. The method has been used qualita- 
tively but would appear to lend itself well to 
quantitative studies of circulation dynamics. 


. 
tas 
Lure 
exe 
= 


92 672 


This study was supported, in part, by grants from the 
Graduate School, University of Minnesota, and the Squibb 
Institute for Medical Research, E. R. Squibb & Sons. 

The radioactive iodine-labeled sodium and methylgluca- 
mine diatrizoate used in this study was supplied as Reno- 
grafin by E. R. Squibb & Sons, New Brunswick, N. J. 
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SUSPENSION CAST FOR ACROMIOCLAVICULAR SEPARATIONS AND 
CLAVICULAR FRACTURES 


Sam G. Stubbins, M.D. 


W. H. McGaw, M.D., Cleveland 


We wish to present a new method for the 
conservative treatment of recent acromioclavicular 
dislocations. As this injury is easy to diagnose and 
the dislocation is usually easy to reduce, it should 
be easy to treat the injury and maintain the cor- 
rection. This method uses the principle of gravity 
when the patient is upright and the principle of 
gentle pressure and counterpressure when the pa- 
tient is lying in bed. The patient finds that clothes 
can be worn comfortably in the conventional man- 
ner during the entire five to six weeks of treatment. 
The patient is also allowed a satisfying use of the 
whole upper extremity after a few initial days in a 
sling until the pain disappears. It has been our 
experience that the surgeon is also gratified with 
the results. 


Methods of Treating Acromioclavicular Separations 


Many methods of treating acromioclavicular 
separations have been reported. The conservative 
ones are based on the anatomic principle of de- 
pression of the clavicle and elevation of the acro- 
mial process chiefly through the medium of both 
the elbow and shoulder joints. The principle of 
the famed Velpeau bandage is the best example. It 

From St. Luke’s Hospital. 

Read betore the Section on Orthopedic Surgery at the LO7th Annual 


Meeting of the American Medical Association, San Francisco, June 
24, 1958. 


Treatment for acute acromioclavicular dis- 
locations with use of a loose, suspension cast 
obviates many of the disadvantages common 
with the other methods. The method uses the 
principle of gravity when the patient is up- 
right and the principle of gentle pressure and 
counterpressure when the patient is lying in 
bed. It is not necessary to immobilize the 
whole arm if the patient is intelligent and 
cooperative enough to tighten the shoulder 
straps on lying down. Clothes can be worn 
comfortably in the conventional manner dur- 
ing the entire five to six weeks of treatment. 


has been modified sufficiently by numerous authors 
to be used with (1) adhesive strappings, (2) har- 
nesses, straps, and braces, or (3) plaster of paris 
spicas or splints. Many excellent results have been 
obtained by the proper use of these methods. Urist ' 
in his excellent paper says, “More than thirty-five 
conservative methods and twenty-eight operative 
methods have been advocated.” The multiplicity of 
these methods seems to proclaim that a search for 
a better method still goes on. 
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As previously mentioned, reduction of the dis- 
location is not difficult unless there is interposition 
of soft or hard tissue in the joint when open re- 
duction seems indicated (Urist'). The problems 
all arise in the method of immobilization. Watson- 
Jones* savs of the Sayre strapping, “The fingers 
and hand are strapped flat against the chest wall, 
the finger joints become so. stiff that they may 
never recover. Stiffness of the shoulder from peri- 
articular adhesion formation also occurs very early 

. in patients over the age of forty, there is only 
one real danger, the danger of stiff fingers and a 
stiff shoulder.” 

McLaughlin * summarizes the problem of result- 
ing limitation of motion in this way, “A superficial 
clinical philosophy predisposes to concentration of 
the therapeutic attention upon obvious local dam- 
age often at the expense of these equally important 
secondary matters. Many unsatisfactory results after 
shoulder injuries are the product of treatment. 

Urist ' aptly states of adhesive strappings, “Im- 
proved techniques .. . still do not obviate the nec- 
essary removal and reapplication of the dressings 
which are almost as unpleasant for the physician 
as for the patient.” 

Harnesses and braces are difficult to keep ad- 
justed, and they are also difficult to keep comfort- 
able. We have recently seen two temporary ulnar 
paralvses develop from the under elbow strap. It 
must be pointed out that a force more than suff- 
cient to support the whole weight of the upper 
extremity is required in most of these methods. 
Irritation and even ulceration of skin is frequently 
encountered. 

The plaster of paris splints and spicas are more 
comfortable and more foolproof, but their greatest 
disadvantage lies in the believed necessity of im- 
mobilizing the whole arm. We have not found this 
necessary if the patient is intelligent and coopera- 
tive enough to tighten the shoulder straps on Iving 
down. 


Use of the Suspension Cast 


The method we will describe evolved from treat- 
ing a patient wearing a Hunkin suspension spica 
cast (presented by Barnard * in 1939 and reported 
by Wolin® in 1944) who came under the care of 
one of us in an overseas general hospital in 1943. 
The arm of this patient was resting on the bivalved 
arm piece of the suspension shoulder spica. It was 
immediately noted that the acromioclavicular sepa- 
ration was well controlled and that the patient 
could lift his arm out of the arm piece without 
pain or slipping of the bone. The arm piece was 
cut away, and an excellent result was obtained 
with no residual arm and shoulder weakness or 
stiffness. We were pleased to find that Wolin modi- 
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fied the Hunkin cast in much the same manner. 
He used a long close-fitting jacket resting on the 
iliac crests. The main modification that we have 
found advisable is that of a loose-fitting hanging 
cast that really hangs. It is not snugly fitted to the 
thorax nor does it restrict the lumbar motion by 
extending down to the iliac crests. 

As shown in figure 1, a loose-fitting jacket is ap- 
plied smoothly, with appropriate padding, over the 
chest. It is best molded fairly close under the pec- 
toral muscles on the affected side (fig. 2). It should 
extend just past the xiphoid process in front and can 
be lower behind. However, it should not be wide 
enough to rest on the iliac crests. It need not restrict 
any comfortable position of standing, sitting, or 
lving. On theoretical grounds, the weight of this 
cvlindrical jacket need be only sufficient to over- 
come trapezius and sternomastoid (clavicular por- 
tion) muscle tone as well as skin friction. However, 
it need not be bulky or heavy. 


Fig. 1 (case 1).—Suspension cast for acromioclavicular sep- 
aration. 


While the plaster is being applied, at least two 
straps are incorporated within the cast (fig. 2, 
right). The strap ends emerge from the superior 
edge of the cast so that they meet in front at a 
buckle where the patient can easily adjust the ten- 
sion of the straps when lying down (fig. 2, left). 
The straps are so located that the two parts hang 
almost straight from the outer end of the clavicle. 
It is frequently advisable to put in another pair of 
straps and another buckle so that they may cross 
or spread out, thus allowing finer adjustments of 
pressure. This prevents the straps from slipping off 
the shoulder, or, in case of a fractured clavicle, per- 
mits added pressure to be applied over the proximal 
fragment where desired. 

A piece of soft sponge is fashioned to fit under 
the straps. It is cupped to prevent point skin irrita- 
tion, as shown in figure 2. This molding of the 
rubber pad also enables one to control the pressure 
direction as desired. For example, if there is a pos- 
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terior displacement of the clavicular end, the pad 
can be placed and adjusted so that the maximum 
pressure is exerted along the posterior edge of the 
clavicle instead of just along its superior surface 


Fig. 2 


(fig. 2, right) 
cast on 5 Army and IS civilian patients. These pa- 
tients have been under and 
they all showed excellent early cosmetic and func- 
tional results. No late follow-up studies have been 
made. 


. We have used this type of suspension 


our OWN supervision, 


complete 


showing 
right (top) and. slight 


Fig. 3 (case 1).—Roentgenograms 


acromioclavicular separation on the 


residual thickening over right) acromioclavicular joint 
(bottom). 
Report of Cases 
Case 1.—A 37-year-old man (fig. 1), employed on a dairy 
farm, was admitted to the emergency room at Saint Luke's 


Hospital on Jan. 4, 1948. He stated that he had been 
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.—Left, patient in recumbent position tightens shoulder strap of suspension cast. Center, diagram showing correction of 
dislocation. C apsular, trapezoid, and conoid ligaments have been torn. Note dual position of cast—hanging weight and scapular 
and pectoral bucket support. Well-fitted cast tends to support scapular and shoulder girdle when shoulder strap is kept snug. 

Padded shoulder strap and weight of cast depress outer end of clavicle. 
aol foam-rubber shoulder pad, two webbed straps with single anterior buckle, and method of incorporating strap in plaster. 
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charged by a bull and was tossed into the corner of an 
enclosure when the bull’s horns caught his overalls. On the 
second charge he was struck on his chest and shoulder. 
The patient then managed to scramble over the enclosure 
wall. On admission he was found to have (1) a complete 


é 


4 


Right, diagrammatic details of suspension cast. Note 


acromioclavicular separation on the right (fig. 3, top), (2) a 
marked depression of the left anterior chest wall involving 
the costal cartilages of the third through sixth ribs and a 
fracture of the left seventh rib, and (3) multiple lacerations 
and contusions. 

Adhesive strapping was first applied to the chest and 
The 


chest pain, 


patient continued to complain chiefly of 
Jan. 7, 1948, 
evidence of fluid in the lower left pleural space. 


shoulder. 
and on a chest x-ray disclosed 
On Jan. $, 
1948, a suspension cast was applied which seemed to relieve 
many of his chest symptoms as well as pain in the shoulder. 
Jan. 10, 1948, 
and at his own request returned to light work on Feb. 1, 


1945. 


He was 


He was discharged on the sixth hospital day, 


April 11, 1948, 
returned to full-time regular work. He complained of occa- 
slight right 
shoulder and some 


next seen on and had already 
region of the 
of the 
palpable thick- 
but there was 
bottom). Since 
he has continued to work without disability. 


pain in the 
left 


was slight residual, 


sional twinges of 


pain in the side chest on 


maximum effort. There 
ening over the right acromioclavicular joint, 
no hypermobility or visible deformity (fig. 3, 
that time, 

We have used the suspension cast in only two chil- 
dren with fractured clavicles because they seem to 
tolerate the figure-of-eight dressings rather well and 
the complication of stiffening of the joints is prac- 
tically nonexistent. However, adults do not tolerate 
these figure-of-eight dressings with comfort, and 
therefore the suspension cast has usually been used 
for adult patients. It is reported by Wolin ° 
of value in middle third fractures of the clavicle 


to be 
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with upward angulation of the fragments, and our 
experience bears this out. Two outer third clavicular 
fractures with much angulation were comfortably 
controlled with the suspension cast, with good 
alignment and functional results. 


Case 2.—A 30-year-old woman (fig. 4) sustained bilateral 
clavicular fractures and multiple rib fractures in an auto- 
mobile accident. There was relief of pain in all of her 
fractures when a suspension cast was applied. The cast was 
applied on Nov. 1, 1948, and removed on Nov. 29, 1948. 
The patient obtained an excellent cosmetic result on both 
sides with mild, palpable callus on the left side (fig. 5). 
She returned to her work as stenographer five weeks after 
her injury. 


Summary and Conclusions 


There are difficulties and disadvantages in the 
common conservative methods of treating acute 
acromioclavicular dislocations. A method of treat- 
ment with use of a loose, suspension cast obviates 
many of the disadvantages common with the other 
methods. Excellent cosmetic and functional results 
have been obtained in 18 patients with acromio- 


Fig. 4 (case 2).—Cast used in bilateral clavicular fracture. 


clavicular separation and 5 with clavicular frac- 
tures. No patients with acromioclavicular separation 
needed further surgery or treatment. No clavicular 
fractures showed nonunion. All patients had a nor- 
mal painless range of motion in the shoulders and 
elbows. 
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The important advantages of this method are as 
follows: 1. Full range of motion of the shoulder and 
elbow is allowed throughout the period of treat- 
ment. Resulting stiffness of these joints is therefore 
not encountered, 2. The patient is comfortable, and 


Fig. 5 (case 2).—Roentgenograms showing bilateral cla- 
vicular fracture (top) and condition five weeks later (bottom). 


there is no residual skin irritation. 3. The cast is 
easily applied. 4. Conventional clothes can be com- 
fortably worn by the patient. 
10515 Carnegie Ave. (6) (Dr. Stubbins). 
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REATMENT OF PERNICIOUS ANEMIA.—For maintenance treatment in 
pernicious anaemia a monthly intramuscular injection of 100 yg of vita- 


min B,o was entirely satisfactory. 


No advantage in a higher dose has been 


apparent. Over a period of two years a group of 7] patients taking a daily dose of 
100 »g by mouth an hour before breakfast were maintained at least as well as 
a group of 84 patients receiving a monthly intramuscular injection of 100 yg. 


—E. H. Memsted, B.A., M. B. Cantab, D.C.P., and John Mills, M.D., Vitamin B,. in 


Pernicious Anaemia, The Lancet, Dec. 20, 1958. 
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CEREBRAL ARTERIOGRAPHY—DIAGNOSTIC VALUE 
IN CEREBROVASCULAR DISEASE 


Basdeo Balkissoon, M.D., John B. Johnson, M.D., Jesse B. Barber, M.D. 


Clarence S. Greene, M.D., + Washington, D. C. 


The diagnostic value of cerebral arteriography 
in the evaluation of lesions of the brain appears not 
to have gained wide recognition in clinical medi- 
cine. Several factors may be responsible for the 
current limited use of cerebral arteriography. In 
many institutions the procedure continues to be 
complex, since it is performed as a major operation 
requiring an anesthetist and use of general anes- 
thesia. In addition, contrast mediums previously 
used for cerebral arteriography have produced 
serious toxic brain reactions.’ 

Our experience with cerebral arteriography has 
convinced us that this diagnostic technique may 
be invaluable in the clarification of a variety of 
lesions of the brain. During the past two vears we 
have simplified our method of cerebral arteriog- 
raphy. The contrast medium we now employ 
appears to produce relatively few toxic brain reac- 
tions. The procedure is done with use of local in- 
filtration anesthetization about the carotid artery 
at the intended site of needle insertion. The arterial 
needle used for cannulation is a standard arterial 
needle (Cournand, 18 gauge). 

This communication is a report of our experience 
with diagnostic cerebral arteriography in patients 
with a variety of brain conditions. It indicates that 
cerebral arteriography can be simplified and made 
safer and that this is an important diagnostic tool 
easily available for use in a general hospital. 


Materials and Methods 


Renografin (sodium and methylglucamine diatri- 
zoate), 60% (10 ml.), is used as the contrast 
medium. The patient is placed in the supine posi- 
tion and the neck hyperextended by a sandbag 
placed under the shoulders. The skin is prepared 
with antiseptic solutions. Procaine (Novocain) 
hydrochloride infiltration is done about the com- 
mon carotid artery at about the level of the inferior 
border of the thyroid cartilage. 

The Cournand arterial needle is introduced at a 
45-degree angle with the skin. Blood is seen to 
spurt from the needle as soon as the arterial lumen 
has been entered. The needle, with or without its 
blunt stylet, is threaded carefully well into the 


From the Cardiovascular Laboratory of the Department of Medicine 
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t Dr. Greene died Oct. 9, 1957. 
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The value of the diagnostic information 
obtainable by cerebral arteriography in the 
past has been offset by the danger of com- 
plications. The procedure has now been made 
simpler and safer by the use of a 60% 
solution of sodium and methylglucamine 
diatrizoate as the contrast medium, 10 ml. 
being injected into the common carotid artery 
under loca! anesthesia. Roentgenograms of 
the cranium are made at one-second intervals 
for eight seconds after the injection. This pro- 
cedure was carried out 80 times in 56 patients. 
Eight case-histories illustrate the importance 
of the data so obtained in discovering the 
cause and deciding on the treatment of ob- 
scure symptoms. The most impressive results 
were in patients with arteriovenous malforma- 
tions. Undesired side-effects, ranging from 
transient paresis of one arm to transient hemi- 
paresis lasting up to two days, occurred in 
7 of the first 28 patients. No significant 
reactions occurred in the last 52 cases. The 
safety and simplicity of percutaneous cere- 
bral arteriography performed under local 
anesthesia, as illustrated in this study, sug- 
gest a wider usefulness of this diagnostic 
method in the clarification of clinical prob- 
lems involving cerebrovascular lesions. 


artery and secured in this position. Whenever pos- 
sible, the tip of the needle is guided from the 
common into the internal carotid artery. The stylet 
is left in place except during the injection. 

A polyethylene connecting tube (6 in. long, with 
Luer Lock 3-mm. bore at one end and a two-way 
stopcock at the other) is used to connect the 
Cournand needle with the injecting syringe. This 
technique makes it possible to perform the proce- 
dure with more leisure and greater precision. The 
connecting tube is filled with Renografin, 60% 
(about 1 ml.), after which 10 ml. of this contrast 
material is rapidly injected into the carotid artery. 
Serial exposures of the skull are made at one-second 
intervals for eight seconds, with use of the Fairchild 
roll cassette or the Sanchez-Perez cassette changer. 
The arterial and venous phases of the cerebral 
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blood vessels are obtained with this method of 
study. With two such injections, anterior and lateral 
exposures are made. 


Results 


Eighty injections were made in 56 patients. The 
right or left carotid artery was used primarily, 
accordance with the neurological indications, with 
38 done on the right and 42 on the left. In some 
instances the right and then the left carotid arteries 
were injected successively on the same day. There 
were 23 females, ranging in age from 16 to 66 years, 
and 33 males, ranging in age from 16 to 82 vears. 
Six patients were more than 60 years of age. The 
variety of clinical cases used in this study can be 
seen in table 1 

Congenital Vascular Malformations.—Congenital 
vascular malformations apparently are not readily 
suspected in clinical practice. This lesion may re- 


Tasie 1.—Varicty of Cases in Which Cerebral 
Arteriography Was Used 
Confirmatory 
Pathology in 
No. of Arteriogram, 


Clinical Diagnoses tases 
Congenital cerebral aneurysm 7 5t 
Congenital arteriovenous malformations ..... 5 3 
Hypertensive cardiovascular disease with 
subarachnoid hemorrhage ............se.eees 4 0 
Convulsions 
Hypertensive encephalopathy ............... 3 0 
Subdural and intracerebral hematomas ...... a" 4 
1 0 


' Five suspected subdural hematoma and three proved by arteri- 
ography: two suspected intracerebral hematomas and one proved by 

+ Two suspected metastatic brain tumors 
t One early arteriosclerotic aneurysm of — carotid artery. 


sult in a wide variety of clinical manifestations and 
may sometimes be misinterpreted as psychoneuro- 
sis. An illustration of this type of problem is 
presented in case 1. 


CasE 1.—A 42-year-old woman had, since the age of 18, 
noticed a transitory flicker of light in her right visual field 
and had experienced unexplained episodes of transient 
cyanosis and blackout. She was admitted to Freedmen’s 
Hospital four days after the sudden onset of repeated con- 
vulsions preceded by a peculiar numbness in her right foot 
and mid-thigh. Cerebral arteriography demonstrated an 
arteriovenous malformation in the left parietal region with 
arterial feeders from the anterior, middle, and_ posterior 
cerebral arteries (fig. 1). About three weeks after admis- 
sion, with the patient under hypothermia the arterial and 
venous vessels of the anomaly were clamped off with silver 
clips and a small wedge of cerebral tissue excised through 
a left osteoplastic craniotomy. 


The patient in case 2 presented a different clini- 
cal syndrome, consisting of severe recurring head- 


aches, finally terminating in rupture and cerebro- 
vascular accident. 
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Case 2.—A 33-year-old man had suffered with severe 
headaches ali his life. On the night prior to this hospital 
admission he fell out of bed, and on awakening next morn- 
ing he found his left side was paralyzed. His neck was stiff, 
and he had subarachnoid hemorrhage. Cerebral arteriogram 
demonstrated an arteriovenous malformation supplied by 


Fig. 1 (case 1).—Arteriogram showing arteriovenous mal- 
formation of brain with arterial feeders from anterior, mid- 
dle, and posterior cerebral arteries. 


the right anterior cerebral artery (fig. 2). With the patient 
under hypothermia 14 weeks after this hemorrhage, the 
arterial and venous components of the fistula were clamped 
with silver clips through a right frontal osteoplastic craniot- 
omy. 

In some cases the clinical picture may be com- 
plex, in that there may be a history of epileptic 
seizures of several years’ duration and antecedent 
trauma. Case 3 is illustrative of this clinical course. 


Fig. 2 (case 2).—Arteriogram showing arteriovenous mal- 
formation supplied by right anterior cerebral artery. 


Case 3.—A 42-year-old man was knocked unconscious by 
a brick blow to the right parieto-occipital area of his skull 
20 years prior to the present admission. For the past 18 
years he had had Jacksonian-type convulsions, which were 
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usually preceded by involuntary palmar flexion of the left 
wrist and a shooting pain down the left arm. Cerebral arte- 
riogram showed a large arteriovenous malformation in the 
right parietal area. The arterial feeders came_ principally 
from the middle and anterior cerebrals, and the draining 
veins emptied into the superior sagittal sinus (fig. 3). The 
patient refused operation and is now maintained on therapy 
with diphenylhydantoin (Dilantin) sodium and phenobar- 
bital. 

Subdural Hematoma.—Subdural hematoma _ not 
infrequently becomes a diagnostic problem to 
clinicians in general and at times even to the 
neurosurgeon. In some cases the patient who sud- 
denly develops a cerebrovascular accident may fall 
and strike his head and may have a subdural hema- 
toma superimposed on his basic disease. In pa- 
tients presenting a questionable clinical picture, 
trephination of the skull is generally resorted to. 
Our experience with cerebral arteriography indi- 
cates that the procedure may be a simple and 
accurate diagnostic aid in suspected subdural 
hematoma. 
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Case 5.—A 35-year-old man was admitted to our neuro- 
psychiatric service with a tentative diagnosis of mental defi- 
ciency. He complained of frontal and occipital headaches 
and neck pains of four days’ duration. Although he could 
answer questions rationally, frequently he would sit and 
stare into space and was depressed and tearful. Examination 
showed diplopia, slurring of speech, left papilledema, and 
blurring of the right disk. The history indicated that approxi- 
mately two months before he had fallen at home and had 
struck his head on the radiator. Cerebral arteriogram of the 
left side done 20 days after admission showed a circum- 
scribed mass which pushed the underlying brain and_ its 
blood vessels away from the calvaria and the anterior cere- 
bral artery to the right of the midline. This was interpreted 
as representing either a subdural or an epidural hematoma 
(fiz. 5). Skull trephination on the left side revealed solid 
and liquid clots and a membrane in the subdural region. 
An osteoplastic craniotomy was performed and the clots 
and membrane evacuated successfully. 


Brain Tumors.—Space-occupying neoplasms rep- 
resent a continuing problem in diagnosis. Bv far 
the two most reliable diagnostic methods in general 
use are ventriculography and cerebral arteri- 
ography. With the use of ventriculography there 


Fig. 3 (case 3).—Arteriograms showing arteriovenous malformation with, A, arterial phase supplied principally by middle 
and anterior cerebral arteries and, B, venous phase with superficial veins emptying into superior sagittal sinus. 


Case 4.—A 63-year-old man was admitted with a working 
diagnosis of cerebral thrombosis. Three months previously 
he had fallen and had struck his head. He was disoriented 
and had motor aphasia and hemiparesis of the right side. 
He was treated for two weeks for cerebral thrombosis with 
progression of his symptoms. Left cerebral arteriography 
done at this time showed compression of the anterior and 
middle cerebral arteries and evidence of a space-occupying 
lesion between the skull and the underlying brain (fig. 4). 
Anterior and posterior skull trephination on the left side and 
osteoplastic craniotomy were done, with the removal of a 
massive subdural hematoma. The patient died 48 hours 
after operation. We believe that the long delay between the 
injury and the diagnosis played a major role in the fatality. 


It is well known that in some cases subdural 
hematoma may be mistaken for psychiatric dis- 
orders. This is illustrated in case 5. 


may occasionally arise necessity for performing 
operation immediately after the procedure. Cere- 
bral arteriography has the advantage that operation 
is rarely mandatory immediately after the pro- 
cedure. 

Our experience with cerebral arteriography in 
patients with brain tumors has been limited. Seven 
patients with clinically diagnosed primary or 
metastatic brain tumors have been studied by this 
method. One patient with a suspected space- 
occupying lesion of the right frontal area showed 
negative results by arteriography but revealed a 
porencephalous cyst by ventriculography. 

In only one of these patients (case 6) were there 
strongly suggestive findings on arteriography. Ven- 
triculography in this patient showed displacement 
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of the ventricular system to the left. Figure 6A 
shows the anterior-posterior arteriogram. There is 
outward and downward displacement of the right 
middle cerebral artery. The contrast is especially 
apparent when this arteriogram is compared with 
that of her opposite side (fig. 6B). Also seen was 
a basket of vessels in the thalamic region, upward 
displacement of vena cerebri magna, and downward 
displacement of the vena basalis. 

Case 6.—A 42-year-old woman was admitted to Freed- 
men’s Hospital in a semicomatose state. She had four gen- 
eralized convulsions on the day of admission and_ later 
developed bilateral papilledema. Through a right osteoplastic 
craniotomy, needling of the region of the thalamus revealed 
an area of increased density. A biopsy was performed. The 
tumor was deemed to be too deeply located for resection, 
and the bone flap was not replaced because irradiation of 
the tumor was planned. She died 15 months after operation. 

Cerebral Aneurysms.—The most common. path- 
ological lesion we have demonstrated by cerebral 
arteriogram is that of intracranial aneurysm. Five 
cases have been demonstrated by arteriography in 
the past two years. Figure 7 illustrates a typical 
example (case 7). This is a saccular aneurysm 
located in the infraclinoid portion of the internal 
carotid, 


Fig. 4 (case 4).—Arteriogram showing subdural hematoma 
with compression of anterior and middle cerebral arteries. 


Case 7.—A 57-year-old man had convulsions, and semi- 
consciousness was followed by headaches and a stiff neck. 
He was noted to have ptosis of his right eyelid, increased 
prominence of the right globe, ophthalmoplegia, and suba- 
rachnoid hemorrhage. Right carotid compression was pro- 
gressively increased until this could be tolerated for 15 
minutes. The right internal carotid artery was ligated at this 
stage. 
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Cerebral Thrombosis.—The value of cerebral ar- 
teriography in cerebral thrombosis is open to ques- 
tion, for in most patients with this condition no 
pathology is demonstrable by cerebral arteri- 
ography. In patients in whom there was a demon- 
strable thrombus, localization of the point of 
occlusion was of little value, since no therapy in 


Fig. 5 (case 5).—Arteriogram showing subdural hematoma 
pushing underlying brain and blood vessels away front cal- 
varia and anterior cerebral artery to right of midline. 


the past seemed to have been of much value. How- 
ever, with the recent use of fibrinolysin*® in this 
disease, the localization of the point of occlusion 
may be indicated to evaluate the results of therapy. 


Case 8.—A 29-year-old wor.an was admitted to Freed- 
men’s Hospital because of semiconsciousness. She had hyper- 
tension, hemiplegia of the right side, and hemisensory loss 
on the right. Cerebral arteriography performed on the left 
side two weeks after admission showed occlusion of the left 
middle cerebral artery just beyond its point of origin. There 
was also narrowing of the internal and external carotid 
arteries (fig. 8). Ventriculography showed dilatation of the 
left lateral ventricle suggestive of brain atrophy. Physio- 
therapy was started. At the time of discharge seven weeks 
after admission, she had return of sensation on the right 
and ability to move the right side of her face. 


Toxic Reactions 
With the first 28 cerebral arteriograms, the inci- 
dence of minor reactions was high. This was in 
contrast to a considerable experience with Re- 
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nografin in thoracic aortography.* A review of our 
procedure showed that intracarotid injection of 
saline solution was the part of the procedure which 
came under question: Patency of the arterial needle 
was maintained by continuous injection of isotonic 
sodium chloride solution or 5% glucose in water. 
During these initial studies, saline solution was 


Fig. 6 (case 6).—Arteriograms showing brain tumor in 
region of right thalamus: A, outward and downward dis- 
placement of right middle cerebral artery with anterior cere- 
bral pushed downward; B, contrasting anterioposterior arte- 
riogram of left side with normal left anterior and middle 
cerebral arteries. 


also used to dilute 76% Renografin to 60%. In 
addition, we were using volumes varying from 10 to 
15 ml. of Renografin for the injection dose. 

We have subsequently modified the procedure to 
eliminate injection of saline solution into the carotid 
artery, and the stylet is inserted into the Cournand 
needle when the needle is not in use. We limit the 
injection dose to 10 ml. for each series of exposures, 
and only undiluted 60% Renografin is now used. 
Since the introduction of these modifications, reac- 
tions are uncommon and of minor degree. 

In the performance of the first 28 arteriograms, 
there were seven reactions, ranging from transient 
paresis of one arm to transient hemiparesis lasting 
from two hours to two days. These were in five 
men and two women, whose ages ranged from 39 
to 63 vears. In four cases the Renografin mixture 
was diluted. The dosage, number of injections, 
dilutions, and reactions are listed in table 2. 

All of the patients except one suffered reactions 
when injection was made into the left common 
‘arotid or the artery supplying the dominant hemi- 
sphere. These reactions usually responded to stellate 
ganglion blocks or the intravenous administration of 
0.1% solution of procaine. If there was delay in 
therapy the reactions lasted approximately two 
days, but if therapy was started immediately the 
reactions disappeared when the procaine infusion 
was completed, or in approximately one to two 
hours. 
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Comment 

There is a great need in clinical medicine for 
simplified cerebral arteriography. By use of ade- 
quate procaine infiltration around the carotid artery 
and the percutaneous introduction of the needle, 
the procedure becomes a minor one, requiring 
neither a surgical operating room nor an anesthe- 
tist. The Cournand needle simplifies the arterial 
punctures. The hub of the needle permits easy 
grasp. When the needle is taped to the skin, dis- 
lodgment practically never occurs. The connect- 
ing polvethylene tube avoids exertion of pressure 
on the Cournand needle during the injection. The 
stvlet of the needle, inserted when the needle is not 
in use, avoids clogging of the lumen by clots. 

Newer opaque mediums, such as Renografin, 
which produce few or no toxic reactions in their 
use in cerebral arteriography, make the procedure 
sate. This is a definite improvement over most of 
the other contrast mediums used in former vears.* 
In our series of SO cerebral arteriograms, reactions 
were encountered seven times, an over-all incidence 
of approximately 9%. With improvement in our 
technique after the completion of 28 arteriograms, 
we encountered no significant reactions with the 
subsequent 52 cerebral arteriograms. 

The visualization of the cerebral vasculature is 
excellent, as demonstrated in the cases presented. 
We feel that the 60% concentration of Renografin 
is superior to less concentrated solutions, and it is 
safe in this concentration. 

The value of cerebral arteriography is well 
demonstrated in the cases presented. The most 
impressive results were in patients with arterio- 
venous malformations. The clinical picture of psy- 
choneurosis, grand mal seizures, recurrent head- 
aches, and Jacksonian seizures associated with trau- 
ma found in our patients is not widely recognized. 
However, the presenting symptoms and signs of 

TABLE 2.—Reactions to Cerebral Arteriography 
Injee- Concen- 


tion tration Injec- 
Case Dose, of Dye, tions, 


No, ML. No. Reactions 

9 10 60-76" 3 Transient facial paresis on right 

10 15 47-G0t 4 ‘Transient facial paresis on right 

11 15 60-76t 3 Transient hemiplegia on right and 
disorientation 

12 15 60 Paresis of right arm 

sb 15 60 3 ‘Transient hemiparesis on right and 


difficulty in speech 
14 10 60 2 Transient hemiparalysis on right 
15 13 45-76t 2}. Transient paralysis of left arm 


* Diluted with isotonic sodium chloride solution. 


t Diluted with 5% e#lucose in water. 

t With this exception, all injections were into left carotid artery. 
arteriovenous malformations in the advanced stage 
are well documented.’ Bruit is listed as a frequent 
physical finding.” We did not find this in our 
patients. We believe that cerebral arteriography 
should be performed more frequently in patients 
with convulsions, for when this is done the diag- 
nosis of correctable brain lesions will more fre- 
quently be made. 
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In cases of subdural hematoma we obtained con- 
siderable help from cerebral arteriography. The 
patient in case 4 was being treated for cerebral 
thrombosis. A diagnosis of subdural hematoma was 
firmly established only after the cerebral arterio- 
gram was performed. Another patient with a cir- 
cumscribed chronic subdural hematoma was 
admitted with a diagnosis of psychosis, but cerebral 
arteriography confirmed the suspicion of a subdural 
hematoma. There were four other patients with 
suspected subdural or intracerebral hematoma, but 
in only one of these was it possible to demonstrate 
evidence of subdural hematoma by cerebral arteri- 
ography. We believe that this procedure, with use 
of Renografin, is a safer and more benign procedure 
than diagnostic skull trephination in patients sus- 
pected of having subdural or epidural hematoma. 

In patients with subarachnoid hemorrhage the 
question of ruptured cerebral aneurysm is usually 
clarified by cerebral arteriography. Most authors ° 
are of the opinion that the diagnosis of a ruptured 
cerebral aneurysm should be made as early as 
possible so that therapy can be planned early in 
this dangerous disease. With the use of safer agents, 
such as Renografin, there should be little hesitation 
in performing cerebral arteriography early. Of 
seven patients with subarachnoid hemorrhage and 
one with ophthalmoplegia but no hemorrhage who 
were studied with use of cerebral arteriography, 
four were demonstrated to have saccular aneurysm 
of an internal carotid artery and one arteriovenous 


Fig. 7 (case 7).—Arteriogram showing congenital saccular 
aneurysm of infraclinoid portion of right internal carotid 
artery. 


fistula of the anterior cerebral artery. Cerebral 
arteriograms failed to demonstrate specific pathol- 
ogy in the remaining patients with subarachnoid 
hemorrhage. 
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In this series of 56 patients, brain tumor was 
suspected clinically in 7 and metastatic lesions in 2. 
Cerebral arteriograms demonstrated displacement 
of vessels, suggesting a space-consuming lesion, in 
only one. 


Fig. 8 (case 8).—Arteriogram with nonvisualization of 
left middle cerebral artery just distal to its point of origin, 
due to thrombbsis. 


In patients with cerebral thrombosis, arteriog- 
raphy is essential for accurate diagnosis and locali- 
zation when the larger vessels are occluded. 
Cerebral thrombosis is usually due to one of the 
following conditions: thrombosis of a cerebral 
aneurysm, arteriosclerosis, thromboangiitis oblit- 
erans, Or spontaneous occlusion.’ In our case, the 
latter condition seems to be more likely. The nar- 
rowing of the internal and external carotid arteries 
in the case presented may be due to spasm of 
these vessels.* 

Summary 


Cerebral arteriography, with use of local anes- 
thesia, the Cournand arterial needle, and a 60% 
concentration of Renografin (sodium and methyl- 
glucamine diatrizoate ), was performed 80 times in 
96 patients. Some minor toxic reactions were en- 
countered with the first 28 arteriograms. After im- 
provement in our technique, there were no 
significant reactions with the subsequent 52 arteri- 
ograms. Cerebral arteriography has a diagnostic 
value in patients with congenital arteriovenous 
malformations, subdural hematomas, brain tumors, 
cerebral aneurysms, and cerebral thrombosis. This 
method requires neither a surgical operating room 
nor an anesthetist. It appears to be safe, as well as 
simplified. We are convinced that cerebral arteri- 
ography deserves wider use in clinical medicine. 

Howard University, Fifth and W Streets N. W. (1) (Dr. 
Johnson). 
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The sodium and methylglucamine diatrizoate used in this 
study was supplied as Renografin by the Squibb Institute 
for Medical Research, New York. 
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EFFECT OF STEROID THERAPY ON HYPERCALCEMIA AND 


RENAL INSUFFICIENCY IN SARCOIDOSIS 


Donald A. Scholz, M.D., Rochester, Minn. 


Although sarcoidosis is generally considered to 
be a relatively benign disorder, death due to pul- 
monary and renal complications may occur in a 
small but significant number of patients. In 1933, 
Schaumann ' described the granulomatous lesions 
which may develop in the kidneys of patients with 
sarcoidosis. Despite Harrell and Fisher's * report 
of the occurrence of hypercalcemia in sarcoidosis 
in 1939, subsequent workers continued to attribute 
renal insufficiency in sarcoidosis to massive granu- 
lomatous infiltrations until 1948, when Albright and 
Reifenstein showed that nephrocalcinosis and 
renal calculi might be sequelae of the hypercal- 
cemia and associated hypercalciuria. Other renal 
pathological processes such as chronic pyelonephri- 
tis have also been reported* in patients with 
sarcoidosis and renal insufficiency. Further work 
suggests that hypercalcemia, per se, may lead to 
severe impairment of renal function. 

Shulman and Dent and their associates were 
the earliest to report the beneficial effects of steroid 
treatment in correcting the biochemical abnormali- 
ties and derangement of renal function in sarcoido- 
sis. ACTH and cortisone produced return of 
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The clinical and laboratory responses to 
steroid therapy in four patients with sarcoi- 
dosis, hypercalcemia, and renal insufficiency 
are presented. The predominant complaints 
of these patients were anorexia, nausea, 
vomiting, and abdominal pains simulating 
ulcer distress. The diagnosis of sarcoidosis 
was confirmed in each case by lymph node 
biopsy. Administration of steroids produced 
a prompt fall in the level of serum calcium 
with complete relief of symptoms, despite 
evidence of persistent mild renal insufficiency 
in three cases. Long-term steroid therapy has 
been necessary in these three cases to main- 
tain an asymptomatic and normocalcemic 
state. The history of a fifth patient is pre- 
sented to illustrate the difficulties which 
may be encountered in making the diagnosis 
of sarcoidosis. In recognized cases of sar- 
coidosis, studies of the serum calcium and 
renal function would appear desirable if 
irreversible renal complications are to be 
prevented. 
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elevated serum calcium values to normal with ulti- 
mate improvement in renal function. Subsequent 
investigators " have confirmed these clinical observa- 
tions. This report of the effects of steroid therapy 
on the hypercalcemia and renal insufficiency in 
four cases of sarcoidosis, including results of bal- 
ance studies in two of them, further emphasizes the 
value of steroids in management of patients with 
this entity. Case 1 has, in part, been previously re- 
ported.” 


Report of Cases 


Cask 1.—A 48-year-old man was admitted to the Mayo 
Clinic in August, 1954, with a complaint of epigastric pain 
suggestive of biliary colic. He had been given a diagnosis 
of diabetes mellitus elsewhere in October, 1953. On physical 
examination he appeared chronically ill. Blood pressure was 
96 mm. Hg systolic and 64 mm. Hg diastolic. An enlarged 
spleen was palpable in the left upper quadrant of the ab- 
domen. No peripheral adenopathy was evident. Significant 
laboratory findings included normal results of urinalysis, a 
sedimentation rate of 67 mm. in one hour ( Westergren), 
and fasting blood sugar value of 84 mg. per LOO ml. Thoracic 
roentgenograms revealed diffuse fibrosis with several air 
blebs in both mid-lung fields. Abdominal roentgenograms 
revealed a nonfunctioning gallbladder and a sliding csopha- 
geal hiatus hernia with 1.5 in. of the stomach above the level 
of the diaphragm. Smears and cultures of the sputum and 
gastric washings produced no tubercle bacilli or fungi. In 
view of the diffuse pulmonary infiltrations, splenomegaly, 
and elevated sedimentation rate, the diagnosis of sarcoidosis 
was considered. 

On Aug. 23, 1954, the gallbladder was removed. It had 
been chronically infected and contained stones. Multiple 
enlarged retroperitoneal lymph nodes were found, and sev- 
eral were removed. The pathological report was noncaseous 
granuloma chiefly in the stage of hyaline fibrosis, histologi- 
cally consistent with Boeck’s sarcoid. Splenectomy was not 
performed, since the splenic enlargement was thought to 
represent extensive granulomatous infiltrations. Prior to the 
patient’s dismissal from the hospital, a program of rest and 
careful management of the diabetes was advised. 

The patient returned in October, 1955, complaining of 
marked lassitude and fatigue. The diabetes had been under 
good control. A uremic odor on his breath was noted. The 
spleen no longer could be palpated. Examination of the 
ocular fundi revealed a few microaneurysms and cotton-wool 
patches. Routine urinalysis revealed albuminuria, grade 2 
(on a basis of 1 to 4, 1 being mildest), and occasional! 
hyaline and granular casts. The sedimentation rate was 105 
mm. in one hour, blood urea value 128 mg. per 100 ml., 
calcium value 12.5 mg. and inorganic phosphorus value 4.2 
mg. per LOO ml. of serum, and sugar 111 mg. per 100 ml. 
of blood. The serum alkaline phosphatase value was 6.7 
King-Armstrong units per LOO ml., and serum protein value 
7.8 Gm., with 3.6 Gm. of albumin. Roentgenograms of the 
chest revealed no change when compared with previous 
films. Repetition of the serum calcium and phosphorus tests 
again yielded 12.4 and 4.2 mg. respectively. A renal biopsy 
revealed no granulomatous infiltrations or pyelonephritis. A 
few spotty calcium deposits were present in the renal tubules. 
The diagnosis of Boeck’s sarcoid with hypercalcemia and 
renal insufficiency was made. 

The patient was studied in the metabolic unit while re- 
ceiving steroid therapy. Cortisone produced a prompt de- 
crease in the serum calcium and phosphorus values, with 
subsequent improvement in renal function (fig. 1). He was 
dismissed with advice to take prednisone ( Meticorten), 2.5 
mg. four times daily, later reduced to 2.5 mg. twice daily. 
Intermittent steroid therapy was necessary during the next 
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year in order to maintain serum calcium values within normal 
limits. In March, 1957, the patient was able to discontinue 
steroid therapy; but several months later hypercalcemia re- 
appeared, necessitating resumption of a dosage of prednisone, 
2.5 mg. daily. On this program he has been asymptomatic. 
In April, 1958, blood studies performed elsewhere revealed 
serum calcium value as 10.0 mg., urea nitrogen value as 37 
me., and the sedimentation rate as 40 mm. in one hour. 


Case 2.—A 59-year-old man was referred to the clinic in 
July, 1956, for evaluation of a diffuse pulmonary infiltration. 
Routine roentgenograms of the chest taken 18 months pre- 
viously had revealed bilateral pulmonary infiltrations of 
indeterminate etiology. Subsequent roentgenograms had 
shown furthering of the disease process. Episodes of mild 
nausea and vomiting with an unexplained 30-lb. (13.6 kg. ) 
loss of weight had occurred in the year prior to admission 
to the clinic. The patient denied intake of vitamin D, of 
milk in excess, and of absorbable alkalis. 

On physical examination the blood pressure was 154/84 
mm. Hg. The ocular fundi were normal and the radial pulse 
rate was 96 beats per minute. A fine tremor of the out- 
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Fig. 1.—Effects of cortisone on phosphorus, calcium, and 
nitrogen balances and on serum calcium, inorganic phos- 
phorus, and blood urea. In balance diagrams, daily intake is 
charted from zero line downward and average daily excretion 
(feces below and urine above) from bottom line upward. 
Extension of the nitrogen, calcium, or phosphorus above the 
zero line indicates negative balance, and clear space below 
zero line, positive balance. 


stretched fingers was noted. The thyroid gland was of normal 
size but of firm consistency. No enlarged peripheral nodes 
were palpable. Routine urinalysis revealed a specific gravity 
of 1.008, an alkaline reaction, and albuminuria, grade 3. 
Hemoglobin value was 10.2 Gm. per 100 ml. of blood, 
erythrocyte count 2,900,000 per cuhic millimeter and leu- 
kocyte count 7,300. The blood urea value was 74 mg. and 
the sedimentation rate 75 mm. in one hour. Roentgenograms 
of the chest revealed a diffuse pathological process in the 
upper portion of both lungs as well as bilateral hilar adeno- 
pathy. These findings were considered compatible with the 
diagnosis of Boeck’s sarcoid. The roentgenographic appear- 
ance of the wrists, hands, kidneys, ureters, and bladder was 
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normal. The basal metabolic rate was +32 %, but findings 
from radioactive iodine tracer studies were normal. Because 
of the unexplained azotemia, serum calcium and phosphorus 
values were obtained. The serum calcium was 14.4 mg. and 
the inorganic phosphorus 4.2 mg. Serum proteins were 6.5 
Gin., with 4.3 Gm. of albumin and 2.2 Gin. of globulin. The 
serum alkaline phosphatase value was 8.6 King-Armstrong 
units. Results of tuberculin skin tests using single and second 
strength purified protein derivative (PPD) were negative 
Surgical exploration of the right supraclavicular area dis- 
closed several large lymph nodes which under microscopic 
examination revealed noncaseous granulomatous changes 
compatible with Boeck’s sarcoid. The patient was hospital- 
ized for a trial of steroid therapy. Prior to treatment a 
repetition of blood studies demonstrated 92 ing. of urea, 13.58 
mg. of serum calcium, and 4.9 mg. of inorganic phosphorus. 
After three days of an oral dosage of LO mg. of prednisone 
three times daily, the serum calcium level had fallen to 11.8 
mg. but the blood urea level had risen to 120 mg. Despite 
this alarming finding, treatment was continued with the sani 
dose of prednisone. Six days after the beginning of therapy 
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Fig. 2.—Effects of cortisone on calcium, phosphorus, and 
nitrogen balances and on serum calcium and inorganic phos- 
phorus and blood urea. 


the urea Jevel was still 117 mg., but the calcium level had 
dropped to 10.3 mg. After two weeks of treatment the blood 
urea level was 84 mg., the serum calcium 10.8 mg., and 
the inorganic phosphorus 3.1 mg. 

The dosage of prednisone was reduced to 10 mg. twice 
daily and the patient was sent home for further supervision 
of treatment by his local physician. Cortisone in a dosage 
varying from 35 to 50 mg. daily has been necessary to 
maintain a normal level of serum calcium. The patient has 
been asymptomatic despite persistent mild azotemia. In May, 
1958, the blood urea level was 60 mg. 


Case 3.—A 68-year-old man was admitted to the clinic in 
September, 1957, because of anorexia, nausea, vomiting, 
generalized pruritus, and a weight loss of 20 Ib. (9.1 kg.) 
in four months. In May, 1955, because of suspected bron- 
chogenic carcinoma, an exploratory thoracotomy had been 
performed elsewhere and several large hilar lymph nodes 
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had been removed. The patient had been told that no 
malignancy was present but several benign “lymph node 
tumors” had been excised. 

Physical examination gave an impression of chronic illness. 
The blood pressure was 134/86 mm. Hg. No lymph nodes 
were palpable, and the remainder of the physical findings 
were normal. Significant laboratory studies included a uri- 
nalysis which disclosed specific gravity of 1.005 and albumi- 
nuria of grade 1. The sedimentation rate was 91 mm. in one 
hour. blood urea value 82 meg., hemoglobin value 11.6 Gm., 
and serum protein value 6.5 Gm., with 3.6 Gm. of albumin. 
Roentgenograms of the chest disclosed right hilar adenopathy 
and fibrosis in the upper field of the left lung, while roent- 
genograms of the gastrointestinal tract indicated only a small 
diaphragmatic hernia. Review of Gssue sections of the hilar 
Ivinph nodes removed clsewhere revealed noncaseous granu- 
lomatous changes consistent with the diagnosis of Boeck’s 
sarcoid. Because of the unexplained azotemia several deter- 
minations of serum calcium were made, vielding values of 
11.1, 11.9, and 12.6 meg., with corresponding inorganic phos- 
phorus values of 4.6 and 3.5 mg. The serum alkaline phos- 
phatase value amounted to 7.3 King-Armstrong units. 

On Oct. 1, 1957, prednisone, 5 mg. four times a day to be 
taken orally, was prescribed. Eleven days after therapy was 
started the blood urea level had risen to 150 mg., but clin- 
ically the patient was much improved. His nausea, vomiting, 
and abdominal pain had ceased. The sedimentation rate was 
35 mm. in one hour. After two weeks of treatment the blood 
urea level was LIS mg., serum calcium level 9.4 mg., and 
inorganic phosphorus level 3.0 mg. The dosage of prednisone 
was reduced to 2.5 mg. four times a day. After one month 
of therapy the patient was asymptomatic and had gained 5 
Ib. (2.3 ku.). At this time the blood urea level was 96 mg.., 
the serum calcium level 9.8 mg., and inorganic phosphorus 
level 2.9 mg. He was dismissed with a prescription of predni- 
sone, 2.5 mg. three times a day, and an adequate fluid intake. 
The patient has continued to require the same dosage of 
prednisone in order to remain asymptomatic. In April, 1958, 
the urea nitrogen level was 33 mg. 

Case 4.—A 25-year-old man was admitted to the clinic 
in August, 1957, with a four-month history of nausea, vomit- 
ing, and epigastric pain. In May, 1955, he had experienced 
recurrent epigastric pains that suggested peptic ulceration. 
Roentgenograms of the upper part of the gastrointestinal 
tract had given indications of a possible duodenal ulcer. The 
symptoms had been completely relieved by a liberal ulcer 
dict and nonabsorbable antacids. In April, 1957, the patient 
had noted a recurrence of the epigastric pain, for which the 
liberal ulcer dietary regimen had failed to provide satisfactory 
relief. In. July, 1957, roentgenograms of the stomach and 
duodenum were normal, but a roentgenogram of the chest 
had revealed widespread bilateral. pulmonary infiltrations. 
Studies in a tuberculosis sanatorium had failed to confirm the 
diagnosis of pulmonary tuberculosis. An enlarged right cervi- 
cal lymph node had been removed, and microscopic examina- 
tion had revealed noncaseous granulomatous changes con- 
sistent with Boeck’s sarcoid. Because of the persistence of 
nausea and abdominal discomfort the patient had been re- 
ferred to the clinic for further studies. There was no history 
of intake of vitamin D. 

Physical examination revealed moderate illness. Blood 
pressure was 160/90 mm. Hg. Findings in this examination 
were normal except for firm, discrete, movable, nontender 
lymph nodes in the neck, axillas, and inguinal areas. Exami- 
nation of the ocular fundi disclosed hypertensive narrowing, 
yrade 1 to 2, without vascular sclerosis. No retinitis was 
present, 

Pertinent laboratory studies included a urinalysis which 
revealed albuminuria, grade 1, microhematuria, grade 1, and 
occasional pus cells. Blood urea level was 78 mg. and hemo- 
globin level 13.4 Gm.; carbon dioxide—combining power was 
29 mEq. per liter, chloride level 91.3 mEq., and serum po- 
tassium level 3.6 mEq. Serum protein level was 6.8 Gm., 
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with 4.6 Gm. of albumin and 2.2 Gm. of globulin. Roent- 
genograms of the chest revealed generalized pulmonary 
fibrosis, most marked in the upper half of the lungs. The 
hilar shadows were normal. Roentgenograms of the skull, 
stomach, duodenum, kidneys, ureters, and bladder were nor- 
mal. Results of tuberculin skin tests with PPD were negative. 
The serum calcium level was 13.1 mg. and inorganic phos- 
phorus level 3.8 mg. Review of tissue sections from the node 
removed elsewhere revealed replacement of normal lymphoid 
tissue with multiple hard tubercles replete with giant cells 
but devoid of caseation. These findings were consistent with 
the diagnosis of sarcoidosis. 

The patient was admitted to the metabolic unit for balance 
studies and a trial of steroid therapy. Cortisone, in a dosage 
of 200 mg. daily, produced a rapid drop to normal in the 
elevated serum calcium and blood urea levels ( fig. 2). At the 
conclusion of the study the patient was dismissed with advice 
to take prednisone, 2.5 mg. twice daily. He continued the 
recommended program until mid-December of 1957. Four 
weeks after stopping this medication he noted recurrence of 
abdominal symptoms, so steroid therapy was resumed in the 
previous dosage, with complete relief of symptoms except for 
mild episodes of vague abdominal discomfort readily over- 
come by use of nonabsorbable antacids. The administration 
of steroids was discontinued in May, 1958, at which time the 
serum calcium level was 9.8 mg., the blood urea level 28 meg., 
and the sedimentation rate 7 mm. in one hour. 


Comment 


The significant biochemical alterations betore 
and after steroid therapy are listed in the table. In 
light of reports that sarcoidosis occurs more fre- 
quently in females,” it may be worthy of note that 
all four patients herein described were males. In 
the 14 previously reported cases” involving treat- 
ment with steroids, 12 of the patients were males; 
and in a previous review of 8 cases of sarcoidosis 
with renal complications seen at the Mavo Clinic,’” 
all the patients were males. The significance of this 
apparent predilection of males with sarcoidosis for 
developing hypercalcemia and renal insufficiency 
remains conjectural but deserves further study. 
positive tissue diagnosis was made in each case by 
lymph node biopsy. 

The presenting symptoms in the reported four 
cases were nonspecific. Anorexia, nausea, recur- 
rent bouts of vomiting, and vague abdominal pain 
simulating ulcer distress were included among the 
predominating complaints. These symptoms have 
been noted previously '' in cases of hypercalcemia 
regardless of cause. Among the four, complete relief 
of symptoms occurred in each after the concentra- 
tion of serum calcium was restored to normal, al- 
though in three of them mild azotemia persisted. 

Balance studies carried out in two cases (1 and 4) 
revealed hypercalcemia, hypercalciuria, and low 
fecal calcium content. In both patients, cortisone 
produced a prompt fall in the level of serum cal- 
cium, a decrease in urinary excretion of calcium, 
and a subsequent increase in fecal calcium. There 
was an accompanying fall in the level of serum 
phosphorus, with increase in urinary and fecal ex- 
cretion of phosphorus. Similar findings with respect 
to phosphorus metabolism were noted by Henne- 
man and co-workers.’* It is interesting that steroids 
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produced this marked decrease in the serum phos- 
phorus in every case despite the persistent evidence 
of mild renal insufficiency in three of them (see 
table). The increase in blood urea during the 
early phase of treatment was alarming. Possibly it 
represents an increased renal load associated with 
the protein catabolic effects of the steroids. In view 
of the calcium deposits found in the renal biopsy 
tissue from the first case, perhaps the persistence of 
renal insufficiency in three patients can be attributed 
to microscopic nephrocalcinosis. Daily small doses 
of steroids have been necessary to keep these three 
asymptomatic and maintain a normocalcemic state 
in them. In no case has the dose of exogenous 
steroids been of a magnitude likely to produce the 
clinical picture of hypercortisonism, despite the 
duration of the therapy. 


Difficulties of Diagnosis in Complicated Cases 


The difficulties which may confront the clinician 
in making a diagnosis of sarcoidosis in a patient 
with hypercalcemia, renal insufficiency, and symp- 
toms suggesting peptic ulceration are emphasized 
by the following illustrative case. 


Significant Biochemical Alterations in Four Cases of 
Sarcoidosis with Hypercalcemia and Renal Insufficiency 
Before and After Steroid Therapy? 


Calei e Me. Phosphorus Urea Level, 
Level, Mg. per Me. per 
100) Serum 100 Ml. of Serum 100 MI. of Blood 


— 


Patients 


(use Age Before After Before After Before After 


is 12.5 10.2 9 128 (is 
12.4 10.1 4.2 

2 14.4 10.8 4.2 3.1 st 
13.8 4.9 92 

3 tis 11 3.0 8&2 11s 
3.i 
12.6 

i 25 13.1 3.8 23 78 34 
12.2 10.2 2.5 


All patients were men. 


Case 5.—A 56-year-old man entered the clinic in April, 
1955, with the complaint of intense generalized pruritus of 
four months’ duration. He had a 20-year history of recurrent 
epigastric discomfort and pain relieved by the use of soda 
and milk. Melena had been noted in 1941 and 1952, at 
which times roentgenograms of the upper gastrointestinal 
tract had revealed a duodenal ulcer. The bleeding and 
symptoms of ulcer distress had responded promptly to an 
ulcer dietary regimen. Generalized pruritus had been present 
since December, 1954, along with recurrence of the gastro- 
intestinal symptoms. It was difficult to estimate actual intake 
of soda, although the patient admitted a minimum of 5 to 6 
teaspoons (25-30 ml.) daily and an average intake of 2 qt. 
(2,000 ml.) of milk per day. 

Physical examination produced an impression of chronic 
illness. Blood pressure was 140/82 mm. Hg. The ocular fundi 
were normal. Numerous excoriations of the skin were present 
over the entire body. There was a generalized pallor of the 
facies and a uremic odor on the breath. Urinalysis disclosed a 
specific gravity of 1.007, alkaline reaction, albuminuria of 
grade 1, and a few pus cells. Hemoglobin level was 6.8 Gm., 
the erythrocyte count 2,500,000 per cubic millimeter, and 
the leukocyte count 6,200. The sedimentation rate was 68 
mm. in one hour. Blood urea level was 160 mg. and creatinine 
6.1 mg. per 100 ml. of blood. The roentgenographic appear- 


A 
| 


106 686 


ance of the chest was normal except for evidence of calcifica- 
tion in a small left hilar node. In other roentgenograms the 
wrists, hands, kidneys, ureters, and bladder appeared normal; 
but roentgenograms of the upper gastrointestinal tract  re- 
vealed a duodenal ulcer and a small esophageal hiatus hernia. 
Gastric analysis revealed 16 clinical units of free hydrochloric 
acid. In view of the excessive intake of soda and milk the 
diagnosis of milk-alkali syndrome was seriously considered. 
Further studies of serum calcium revealed values of 11, 10.2, 
and 12.0 mg., with a seram inorganic phosphorus value of 
7.5 mg. Serum alkaline phosphatase value was 18.2 King- 
Armstrong units. Serum protein value was 6.4 Gm., with 4.2 
Gm. of albumin and 2.2 Gm. of globulin. Slit-lamp studies 
revealed bilateral ocular band keratopathy. After adequate 
hydration, the level of blood urea dropped to LOO mg. 

In view of these findings the diagnoses considered were 
(1) the milk-alkali syndrome and (2) primary hyperpara- 
thyroidism with secondary renal insufficiency. Milk and ab- 
sorbable alkalis then were withheld from the diet without 
producing a drop in serum calcium levels, which remained 
around 12 mg. after two weeks of the low-calcium intake. 
During this time quantitative studies of urinary excretion of 
calcium, with the patient eating a diet containing 135 mg. 
of calcium per day, revealed 458, 530, 465, and 428 mg. of 
calcium in successive 24-hour specimens. The diagnosis of 
milk-alkali syndrome was considered unlikely after the hyper- 
calcemia and hypercalciuria had persisted in the face of ade- 
quate hydration and removal of milk and absorbable alkalis 
from the dietary program. A diagnosis of probable primary 
hyperparathyroidism with duodenal ulcer and secondary renal 
insufficiency was made. 

On May 19, 1955, the parathyroid glands were explored. 
Despite a thorough dissection only one parathyroid gland, 
the left inferior, could be identified. During the course of 
the dissection two large lymph nodes were found and _re- 
moved from the right upper mediastinal area. Microscopic 
examination revealed noncaseous granulomatous changes 
histologically compatible with Boeck’s sarcoid. Several weeks 
later, because of persistent epigastric pain, a subtotal gas- 
trectomy and partial duodenectomy were performed. Prior to 
dismissal from the hospital and after the administration of 
adequate fluids the blood urea level was 88 mg., the serum 
calcium level 10.9 mg., and inorganic phosphorus level 4.6 
mg. Under supervision of his local physician the patient was 
given cortisone in an average oral dose of 35 mg. daily. After 
several weeks of treatment marked clinical improvement was 
noted. His pruritus disappeared and his appetite returned to 
normal. Unfortunately no laboratory data are available re- 
garding serum calcium and blood urea values- during the 
period of steroid therapy. The medication was discontinued 
after six months of use. 

The patient returned to the clinic in September, 1957, be- 
cause of symptoms of fatigue, lethargy, and mild polydipsia. 
The blood pressure was 140/90 mm. Hg but otherwise the 
physical findings were normal except tor a single soft, en- 
larged right axillary lymph node. Pertinent laboratory studies 
revealed levels of 10.4 Gm. of hemoglobin and 110 mg. of 
urea per LOO ml. of blood; a sedimentation rate of 36 mm. in 
one hour; and albumin level 4.3 Gm., globulin level 2.2 Gm., 
calcium level 9.1 mg., inorganic phosphorus level 4.3 mg., 
and alkaline phosphatase value, 12 King-Armstrong units. 
Roentgenograms of the chest and spinal column gave normal 
appearances except for minimal hypertrophic arthritic changes 
of the vertebrae. The urine had a specific gravity of 1.009 
and contained a moderate amount of albumin. The patient 
would not give consent for a renal biopsy. The renal insufhi- 
ciency was considered as possibly due to scarring associated 
with microscopic nephrocalcinosis. 


Exploration for a parathyroid tumor was _ ad- 
vised when the initial diagnosis of milk-alkali syn- 
drome seemed excluded by (1) the finding of a 
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significant hypercalciuria and (2) persistence of 
the hypercalcemia and hypercalciuria on a low- 
calcium diet with nonabsorbable antacids. Despite 
a thorough search, however, only one parathyroid 
gland could be found and it was normal. Enlarge- 
ment of mediastinal lymph nodes, which on micro- 
scopic study revealed the typical lesions of sarcoido- 
sis, Was an unexpected finding. It could be argued 
that a functioning parathyroid tumor mav_ have 
been overlooked; but this presupposes the presence 
of two separate pathological entities, each capable 
of causing hypercalcemia and renal damage. The 
apparent clinical response to cortisone would make 
the diagnosis of hvyperparathyroidism unlikely, 
since adrenal steroids have been reported not to 
reduce the hypercalcemia of hyperparathyroidism.'* 
It is unfortunate that careful laboratory data rela- 
tive to the concentrations of blood urea and serum 
calcium during the administration of cortisone 
were not obtainable. 

Association with Hypercalcemia and Renal In- 
sufficiency.—The incidence of hypercalcemia in 
sarcoidosis has been estimated as from 20 to 30%."" 
Despite extensive investigations the cause for the 
hypercalcemia has remained obscure. There is lack 
of correlation between the values of the serum pro- 
teins and serum calcium. Originally it was thought 
that hypercalcemia was found only when hyperpro- 
teinemia was present. Subsequent observations have 
failed to verify this association. The values of serum 
proteins were normal in three of the patients in- 
cluded in this study. Again, hypercalcemia has been 
an inconsistent finding when roentgenographic 
evidence of bone lesions has been seen in cases of 
sarcoidosis. Hyperactivity of the parathyroid glands 
has been postulated as a possible cause, but most 
observers have reported that the parathyroid glands 
were normal at the time of exploration of the neck 
or at autopsy.'* Previous clinical observations '° 
suggest that patients with sarcoidosis may be un- 
usually sensitive to small quantities of orally ad- 
ministered vitamin D. On the basis of their studies 
Henneman and co-workers have presented a 
theory of possible endogenous formation of a sub- 
stance resembling vitamin D which could produce 
the observed biochemical alterations in these pa- 
tients. Identification of such a substance is lacking, 
but recent observations '? which indicate that cor- 
tisone may restore hypercalcemic values to normal 
in some patients with hypervitaminosis D lend 
support to this hypothesis. Jackson,'® in a recent 
report based on balance studies in four cases of 
sarcoidosis, has suggested that a primary renal de- 
fect produces the hypercalciuria, with the increase 
in fecal calcium absorption a compensatory factor. 

Gleckler *‘ has stressed that the renal insufficiency 
in patients with sarcoidosis may differ in several 
respects from renal failure produced by other 
causes. In some, hypertension, eyeground changes, 
and cardiac involvement may be minimal or lacking 


~ 
‘ ‘ 


Vol. 169, No. 7 


and the findings in urinalysis may be normal except 
for low specific gravity and minimal albuminuria. 
As noted, roentgenographic nephrocalcinosis and 
renal calculi are not infrequent in cases of general- 
ized sarcoidosis.'” Therefore it is advisable that 
studies of the serum calcium and renal function be 
made in every patient with recognized sarcoidosis 
so that these irreversible renal complications may 
be prevented. Although the mechanism by which 
steroids produce the observed biochemical changes 
remains obscure, treatment with steroids will 
usually relieve the patients of their distressing symp- 
toms and may possibly prevent further renal 
damage. 
Summary 


The clinical and laboratory evidence of response 
to steroid treatment was demonstrated in four cases 
of sarcoidosis with hypercalcemia and renal insuffi- 
ciency. In each case administration of steroids pro- 
duced a prompt fall in the serum calcium level to 
normal range. All patients were relieved of their 
symptoms despite the persistence of mild renal in- 
sufficiency in three patients. In three cases long- 
term steroid therapy has been necessary to maintain 
an asymptomatic and normocalcemic state. 

200 First St. S. W. 
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INCREASED PULMONARY MEGAKARYOCYTES—PROBABLE ROLE 
IN POSTOPERATIVE THROMBOEMBOLISM 


J. George Sharnoff, M.D., Mount Vernon, N. Y. 


This study was undertaken in an attempt to con- 
firm an earlier observation by Sharnoff and Kim ' 
that increased numbers of megakaryocytes are noted 
in the pulmonary vascular bed of a large percent- 
age of patients who die during the early postoper- 
ative period. A critical analysis of the postoperative 
deaths occurring in the Mount Vernon Hospital in 
the past 12 years (1946 to 1957 inclusive) was also 
undertaken. Since a causal relationship seemed 
possible between the increased number of pulmo- 
nary megakaryocytes and the high incidence of post- 
operative thromboembolism, a more careful study 
of the latter material was made in an attempt to 
seek further evidence regarding this concept. 

The concept of possible causal relationship is 
based on observations in two earlier investigations.” 
In the first report, it was observed that two to three 
megakaryocytes per square centimeter of lung sec- 
tion is the normal incidence of these cells in all 
humans and in all other mammalians examined to 
date and that in humans this incidence is observed 
in early fetal lite and at all ages and appears to be 
a normal phenomenon. However, it was noted that 
increased numbers of megakaryocvtes, as many as 
30 or 40 or more, may be encountered in every 
square centimeter of lung tissue section of many 
patients who died of thromboembolic disease, sud- 
den massive or prolonged chronic hemorrhage, or 
acute infections and of those who died in the early 
postoperative period. In the same study, | gained 
the impression that the megakaryocytes were bro- 
ken up in the process of being forced through the 
pulmonary capillaries. The latter concept was sup- 
ported by evidence that megakaryocytes are nor- 
mally transported intact from the bone marrow by 
way of the venous circulation to the lungs and that, 
experimentally, when rabbits are administered 
epinephrine (Adrenalin) and corticosteroids there 
occurs an immediate, almost complete, depletion 
of their pulmonary vascular beds of these cells, with 
the simultaneous appearance of a sudden increase 
in circulating platelets. The second study * also dis- 
closed that four hours after this stimulation there 
occurs a reaccumulation of larger numbers of the 
megakaryocytes in the rabbit lung capillaries and 
that the rabbit, on immediate further epinephrine 
stimulation, reveals a more marked increase of cir- 
culating platelets. This platelet increase in these 
animals was found to be transient and accompanied 
by an even more transient blood hypercoagulability. 


From the Department of Pathology, Mount Vernon Hospital. 
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The incidence of thromboembolic disease 
after operations is reported to be increasing. 
Review of the autopsy records of 196 post- 
operative deaths revealed that 60 were 
ascribed to thromboembolic disease and the 
remaining 136 to other causes. When the 
196 cases were classified according to the 
number of megakaryocytes per unit area 
seen in sections of lung, the frequency of 
thromboembolism as the cause of death was 
found to be significantly higher in the group 
with the highest numbers of megakaryocytes. 
Injections of epinephrine and corticosteroids 
in rabbits were followed by the disappear- 
ance of megakaryocytes from the lungs and 
sudden increase in circulating platelets, with 
transient hypercoagulability of the blood. 
A better understanding of these phenomena 
will be essential to any program for the pre- 
vention of postoperative thromboembolic 
disease. 


The above observations prompted me to postu- 
late that this sequence of phenomena may, in part. 
play a significant role in thromboembolism in gen- 
eral, including the all too frequent fatal thrombo- 
embolic episodes of the patient after operation. 

Material 

In the past 12 years a total of 1,589 autopsies were 
performed at this hospital. Of these, 434 involved 
neonatal deaths and were excluded from the study. 
There remained 1,155 autopsies for review. Among 
the latter were included 196 postoperative deaths 
with an equal distribution of the material as to sex. 
Sixty of the total deaths were due to thromboem- 
bolic disease which, with one exception, followed 
major operation. Classified as deaths due to throm- 
boembolic disease were those from pulmonary em- 
bolism, coronary thrombosis and/or acute myo- 
cardial infarction, cerebral thrombosis and/or acute 
encephalomalacia, and other peripheral arterial 
thromboses, especially mesenteric artery thrombosis. 
Only those patients who died during or within 30 
days after operation are included in this study. No 
clinical material is included. All stated figures are 
based on a total of 20,819 major operations per- 
formed in the 12-year period. 
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Results 


The actual incidence of postoperative deaths due 
to thromboembolic disease that occurred in this 12- 
vear period can only be roughly approximated. This 
is based on the fact that the autopsy rate averaged 
approximately 40% during this time. Calculated on 
this basis, statistics on the 60 deaths due to throm- 
boembolic disease observed in the 196 autopsied 
patients, corrected for percentage, would indicate 
that there probably occurred about 150 deaths due 
to thromboembolic disease after operation in this 
interval. This would indicate a probable incidence 
of 0.7%, or one death trom thromboembolic disease 
in every 139 major surgical procedures. Of the 60 
instances of thromboembolic disease confirmed at 
autopsy, 23 were observed in the first six-vear pe- 
riod with 9,500 major surgical procedures and 37 in 
the second six-vear period with 11,200 major pro- 
cedures. This would indicate an observed incidence 
of 0.24% in the first six-vear period and 0.33% in the 
second six-year period, when not corrected for au- 
topsyv percentage. 

An analysis of the age incidence of this disease is 
as follows: The average age of the patients dying of 
thromboembolic disease was 61.6 years. The aver- 
age age of all patients dying in the postoperative 
period was 63.6 vears. The average age of all 1,155 
autopsied persons was 70.4 vears. These figures 
merely reflect the younger average age of the sur- 
gical patient and the frequent complication of 
thromboembolism in the older patients. Yet, there 
were observed four instances of fatal pulmonary 
embolism occurring in the third decade of life. 

A comparison of the incidence of fatal postoper- 
ative thromboembolism with that occurring in the 
general autopsy population was most revealing. 
Thus, the 60 deaths from thromboembolic disease 
represents 30.6% of the total postoperative deaths, 
compared to an incidence of 25.4% of thromboem- 
bolism in the general autopsy population. Pulmo- 
nary embolism, however, occurred in 38 patients who 
died postoperatively, representing an incidence of 
19.4% compared to an incidence of 7.9% in the gen- 
eral autopsy population, exclusive of the postoper- 
ative deaths. Coronary artery thrombosis and/or 
acute myocardial infarction was observed in 4.5% 
of the patients who died postoperatively, compared 
to a 15% incidence in the general autopsy popula- 
tion. The incidence of cerebral thrombosis and/or 
encephalomalacia or other peripheral vascular 
thrombosis was too small to offer valid comparisons. 

The time of death from thromboembolic disease 
after operation was studied, eliciting the following 
information: Forty-one of the 60 patients who died 
of thromboembolism died within the first eight 
days. The highest incidence occurred on the fourth 
to eighth days. In the latter period, there were 
noted 18 instances of pulmonary embolism and 7 
of peripheral vascular thrombosis, including 4 of 
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cerebral thrombosis and/or encephalomalacia. The 
highest incidence of coronary thrombosis and/or 
acute myocardial infarction was observed in  pa- 
tients who died the day of operation. 

Lung-tissue sections from all patients who died 
after operation were examined and classified ac- 
cording to the numbers of megakaryocytes encoun- 
tered in each square centimeter of tissue. The mate- 
rial could be divided into three groups. In group 1 
were those patients whose lungs revealed a normal 
number, namely, two to three megakarvocytes per 
square centimeter of lung section. In group 2 were 
those with 5 to 10 cells and in group 3 those with 
10 or more cells per square centimeter of lung sec- 
tion. Thus, those in groups 2 and 3 represented the 
patients whose lungs disclosed the presence of an 
increased number of megakaryocytes. Forty (66.6%) 
of the 60 patients dying of postoperative thrombo- 
embolic disease were classified in groups 2 and 3. 
The remaining 136 subjects revealed an equal num- 
ber in group 1 as in groups 2 and 3 combined. 
These figures compared favorably with those ob- 
tained in the earlier report, in which patients who 
had died of thromboembolic disease had an inci- 
dence of 58.9% of increased pulmonary megakarvo- 
cvtes. 

Comment 


Much of the information derived from this study 
appears to confirm the observations made in the 
recent past by a number of investigators. Thus, 
Allen,’ De Bakey,’ De Takats,” Ochsner and De 
Bakey,” Parker and Smith,’ and Ravdin and Kirby," 
to cite a few, have also observed an ever-increasing 
incidence of thromboembolism after operation. 
These workers refer exclusively to the occurrence 
of pulmonary embolism. This increase appears to be 
taking place despite the careful application of early 
ambulation, the use of anticoagulation, and, as with 
Ravdin and Kirby * and Roe and Goldthwait,” the 
institution of femoral vein ligation. 

No reference is made in the literature to the other 
forms of thromboembolism mentioned here, which, 
though much less frequently encountered than pul- 
monary embolism, yet as observed here pose an 
often fatal postoperative complication. Referred to 
are the few instances of coronary thrombosis and/or 
acute myocardial infarction, cerebral thrombosis 
and/or encephalomalacia, and other peripheral ar- 
terial thromboses. It would appear from this mate- 
rial that the above-mentioned forms of thrombo- 
embolism should be included with pulmonary 
embolism as postoperative complications. The mate- 
rial presented here includes these latter forms of 
thromboembolism and explains an apparent greater 
incidence of thromboembolism in this material. 

These figures also support the observations of 
Towbin '° that thromboembolism is a frequent phe- 
nomenon in older persons. However, its occurrence 
in four young patients, in the third decade of life, 
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in this material indicates that it may also be a seri- 
ous complication of the voung patient after op- 
eration. 

A relationship may exist between the observed 
increase in the number of pulmonary megakaryo- 
evtes and the incidence of thromboembolic disease. 
In an earlier report, it was demonstrated that the 
presence of megakarvocytes in the pulmonary vas- 
cular bed is a normal phenomenon observable in all 
mammialians investigated to date. It was also shown 
that these cells are transported ostensibly from the 
bone marrow to the lungs via the venous circula- 
tion and appear to break up into cell fragments or 
platelets under the pulsating action of the heart's 
right ventricle when forced through the lung capil- 
laries (see figure). Thus, the lungs may serve as an 
important site of platelet formation. It is, therefore, 
possible to assume that, if a greater number of 


Photomicrographs, showing, A, megakaryocytes in pul- 
monary precapillary blood vessel and, B, megakaryocyte 
breaking up in pulmonary capillary anastomoses ( « 710). 


megakaryocytes enter the pulmonary vascular bed 
simultaneously, this should be reflected by the ap- 
pearance of an increased number of platelets in 
the peripheral circulation. Thus, a sudden marked 
increase in circulating platelets may be a reflection 
of the disintegration of an increased number of 
megakaryocytes in the lung capillaries. In 1944, 
Adams '' reported observing a marked thrombo- 
cytosis in patients in the early postoperative period. 
He later associated this finding with stressful stim- 
uli such as fever, severe exercise, anoxia, hemor- 
rhage, trauma, and operation. Yet, he failed to re- 
produce the thrombocytosis in rabbits, mice, and rats 
after the administration of large doses of epineph- 
rine.'* However, Adams performed _ platelet 
counts at 1, 4, 8, and 24 hours. 


Unaware of Adams’ study, Kim and I ' were suc- 
cesstul and demonstrated a significant increase in 
platelets in the capillary venous blood obtained 
from the rabbit ear after subcutaneous administra- 
tion of epinephrine. The thrombocytosis was ob- 
served, however, at the 15-minute and 30-minute 
intervals and was transient, for at the 90-minute 
interval the platelet counts had returned almost to 
preinjection levels. With the thrombocytosis there 
was observed an even more transient associated 
blood hypercoagulability. 

It may well be that this added factor of transient 
blood hypercoagulability triggered, as described 
above, by a sequence of stressful stimuli may ex- 
plain thromboembolism in general and the greater 
incidence of thromboembolic phenomena in major 
operations especially. The material reviewed here 
is in general agreement with the reports appearing 
in the literature indicating a continued significant 
increased incidence of pulmonary embolism in the 
patient after operation despite all efforts to counter- 
act the anticipated venous stasis in the lower ex- 
tremities, which is generally believed to cause phle- 
bothrombosis and the subsequent, often fatal, 
thromboembolism. Yet, it is clear from all statistics 
that the incidence of thromboembolism in other 
long-hospitalized or long-bedridden patients with 
the attendant venous stasis is far lower than that 
observed in the patient who has undergone a major 
operation. This would appear to indicate that some 
additional factor or factors must play a significant 
role in this phenomenon, and it may well be a tran- 
sient blood hyvpercoagulability. This may also be the 
basis for the observation by White '’ recently, in 
discussing the epidemiology of heart disease, that 
“coronary thrombosis is not simply a problem of 
atherosclerotic disease of the coronary artery wall; 
it involves the blood clot too and the greater tend- 
ency for the blood to clot in some individuals than 
in others.” From evidence at this hospital it would 
appear that this blood hypercoagulability may be 
triggered by stressful stimuli in general and, as in 
this material, by the stress of major operation in 
particular. 

From the above statements, it would appear that 
a more critical study of the patient subjected to op- 
eration is needed in order to devise a more thor- 
ough program of prevention of thromboembolism. 
Since the material presented indicates that the first 
eight postoperative days, including the day of op- 
eration, are the most critical, a careful scrutiny of 
this period in the light of the concept described 
here may be rewarding. 

Summary and Conclusions 

In 196 autopsies in patients who died shortly 
after operation, an increased pulmonary megakaryo- 
cytosis was observed. This appeared to be associ- 
ated with stress, as in a major operation. 

Thrombocytosis may be a reflection of stress effect 
in the presence of increased pulmonary megakaryo- 
cytes and may indicate a recently existent transient 
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blood hypercoagulability, as an underlying cause of 
thromboembolism. The possible relationship of in- 
creased pulmonary megakaryocytosis to thrombo- 
embolism would appear to indicate a need for a 
more criticial evaluation of surgical material in 
order to evolve a more rational program of preven- 
tion of this frequently fatal complication. 


6 N. 7th Ave. 
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RISK GENERAL 
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and 
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The value of tracheostomy in the postoperative 
care of certain thoracic and neurosurgical patients 
has been recognized for some time,’ but there has 
not been widespread acceptance of this procedure 
as an adjunct to therapy for the critically ill general 
surgical patient. The present report concerns the 
prophylactic use of tracheostomy in a series of aged 
and bad risk patients. For each of these patients a 
major operation was deemed mandatory, but the 
prognosis for immediate postoperative survival was 
poor because of debilitation and independent pul- 
monary or cardiovascular disease. The objectives of 
tracheostomy were to allow maximum utilization 
of pulmonary reserve and to prevent postoperative 
pulmonary complications. 

The most common postoperative complications 
are related to the respiratory system.* These com- 
plications, which may only be a source of mor- 
bidity in younger people, carry serious implications 
for feeble geriatric or poor risk patients. Preexisting 
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The most common postoperative compli- 
cations are those involving respiration, and 
they are especially dangerous to patients 
classified as poor risks because of age or 
other handicaps. Among the 11 patients 
whose histories are given, some who were 
nearly moribund from respiratory difficulties 
were saved by tracheostomy; others made 
good recoveries from major surgery under 
conditions that would have been hopeless 
without the help afforded by prophylactic 
tracheostomy. If this possibility is foreseen, 
an orderly procedure can be carried out in 
the operating room instead of desperate 
measures on the ward. Scrupulous care of the 
tracheostomy is essential; this includes asep- 
tic precautions, humidification of the inhaled 
air or oxygen, and the systematic but gentle 
use of suction to aspirate accumulating mucus. 


pulmonary disease plus loss of the strength neces- 
sary for powerful coughing and ventilation have 
already reduced the respiratory reserve. The addi- 
tional factors of anesthesia and postoperative pain 
may lead to a condition in which retained secre- 
tions, atelectasis, and pneumonitis are lethal. A pul- 
monary complication can develop with such subtlety 
that its presence is not suspected.’ The resultant 
anoxia or hypercapnia may be manifest in altered 
function of the heart, brain, kidney, or other organs 
in this tvpe of patient. These structures often 
exhibit such marked pathological changes that 
compensated function can continue only within a 
narrow margin of safety and under optimal environ- 
mental conditions. The cause of death in these cir- 
cumstances is frequently designated as coronary 
occlusion, cerebrovascular accident, renal failure, or 
other cause, while actually the initiating factor was 
disruption of a delicately balanced homeostatic 
state by hypoxia. 

It has been our experience with poor risk patients 
that pulmonary complications can be predicted 
with a high degree of accuracy on the basis of the 
preoperative history and physical examination. In 
the past we have treated these patients by standard 
methods of preoperative and postoperative bron- 
chopulmonary toilet,’ only to see problems of hy- 
poxia and/or hypercapnia develop. If a respiratory 
complication arises in this type of patient, treat- 
ment by any means is likely to be unsuccessful. 

Postoperative pulmonary difficulties were antici- 
pated in the patients included in the present study. 
The cases were reviewed with the department of 
anesthesiology and the decision for prophylactic 
tracheostomy was usually made well in advance of 
the proposed operation. Tracheostomy was done in 
the operating room immediately after completing 
the primary procedure or during the first few post- 
operative hours. 

It has been our impression that tracheostomy has 
extended the limits of operability to include certain 
aged and poor risk patients who could not otherwise 
have been expected to survive a major surgical 
procedure. The present report documents the use of 
this prophylactic measure in one of the general 
surgical charity services of the Jackson Memorial 
Hospital during a recent three-month period (Jan- 
uary through March, 1958). 


Report of Cases 


Case 1.—This moribund 65-year-old woman was admitted 
on Jan. 6, 1958, after six days of abdominal pain, vomiting, 
and distention. Examination showed wet lungs and peritonitis 
with abdominal distention. X-rays showed bilateral basilar 
atelectasis, massive pneumoperitoneum, and distention of the 
small intestine. At celiotomy, a perforated sigmoid diverticu- 
lum was found, with fecal peritonitis and adhesive obstruction 
of the ileum. Treatment consisted of closure of the perforation, 
transverse colostomy, decompression of the small intestine, 


112,692 PROPHYLACTIC TRACHEOSTOMY—STARZL ET AL. 


].A.M.A., Feb. 14, 1959 


lysis of adhesions, abdominal drainage, and gastrostomy. Dig- 
italization was necessary during surgery. Tracheostomy was 
performed after wound closure. Postoperatively the patient 
improved steadily for six days, and then had an exsanguinat- 
ing gastric hemorrhage necessitating rapid replacement with 
2,500 ce. of blood and 1,000 cc. of plasma expander. She was 
reexplored, and a bleeding prepyloric ulcer was found and 
suture-ligated. Anesthesia was induced through the trache- 
ostomy. Tracheobronchial care, including management of 
aspirated blood, was facilitated by the tracheostomy. She 
recovered slowly until bleeding recurred four days later, 
requiring a transfusion of 3,000 cc. of blood, at which time 
she was returned to surgery for gastrectomy. Anesthesia was 
again induced through the tracheostomy and bronchoscopy 
was performed at the conclusion of the procedure. Her re- 
covery was slow but without further complication. On Feb. 3, 
radiography showed that the atelectasis which was present at 
the admission had cleared. The cannula was removed 32 days 
after admission. She was discharged on Feb. 17 and has re- 
mained well since. 


Comment.—This critically ill patient would prob- 
ably not have survived any one of the three pro- 
cedures without a carefully managed tracheostomy. 
At the time of gastric hemorrhage, blood aspiration 
was so overwhelming that no other measure would 
have allowed the consistent maintenance of a patent 
airway. 


Case 2.—This 57-year-old man, with an incompletely ob- 
structing carcinoma of the rectum, was admitted with chills, 
fever, dyspnea, and diarrhea and had lost 40 Ib. (18.1 kg. ). 
His chest was emphysematous with diffuse rales bilaterally. 
Chest x-ray revealed chronic interstitial fibrosis. He was 
treated for bronchopneumonia with clinical improvement but 
without striking change in the x-ray findings. On Feb. 7, 
1958, an abdominoperineal resection was done, followed by 
a prophylactic tracheostomy. The patient’s early convales- 
cence was uncomplicated and the tracheostomy was removed 
on the sixth postoperative day. He developed obstruction of 
the small intestine eight days after surgery which was un- 
responsive to intestinal intubation. Lysis of adhesions was 
carried out three days later and the tracheostomy cannula 
was replaced through the original incision. Seven days after 
reexploration he resumed a full diet and the cannula was 
again removed. He was discharged on March 10 and _ has 
been well since. 


Comment.—In this case tracheostomy was indi- 
cated by chronic disabling lung disease with a 
recent superimposed acute infection. 


Case 3.—This 74-year-old man was admitted with a four- 
month history of pain in the right upper quadrant and had 
lost 40 Ib. (18.1 kg.). There was a palpable mass in the right 
upper quadrant. For the preceding nine years he had had 
progressive dyspnea and severe asthma. Examination §re- 
vealed an emphysematous chest with widespread inspiratory 
and expiratory wheezes. Chest fluoroscopy showed diffuse air 
trapping, enlargement of the pulmonary artery, and _ fixed 
diaphragms. Electrocardiogram findings suggested coronary 
insufficiency. At operation on Feb. 7, 1958, he was found to 
have empyema of the gallbladder and a walled-off subhe- 
patic abscess which contained many stones. The gallbladder 
and abscess were excised, the common ducts explored, a T- 
tube was inserted, and tracheostomy was performed. During 
convalescence the tracheostomy was supplied with room 
air which had been pumped through Alevaire (sterile 
aqueous solution of Superinone [oxethylated tertiary octyl- 
phenol-formaldehyde polymer] in combination with glycerin 


V 


‘ 


Vol. 169, No. 7 


and sodium bicarbonate). The use of bronchodilators, which 
had started a week before surgery, was continued. Postopera- 
tive tracheobronchial care was not a problem, even though 
the patient was disoriented and irrational during the first four 
days. On the sixth day after surgery the cannula was removed. 
He was discharged on the 13th day after operation and sub- 
sequently has had the T-tube removed in the clinic. 


Comment.—Prophylactic tracheostomy was done 
because this patient was a pulmonary cripple. In 
patients with emphysema the use of pure oxygen 
should be avoided because of the danger of in- 
ducing hypercapnia. 

Cast 4.—This 79-year-old man was admitted for treatment 
for carcinoma of the stomach. He had been followed in the 
medical clinic for two years with intractable heart failure. 
On admission he suffered from decompensation, with edema, 
bilateral massive pleural effusion, rapid atrial fibrillation, and 
uremia. An abdominal aortic aneurysm was present with 
peripheral vascular insufficiency (no pulses below the femoral 
arteries). A radical subtotal gastrectomy was performed on 
Feb. 7, 1958, after extensive preparation. Prophylactic tra- 
cheostomy was done at this time. His immediate postopera- 
tive condition was satisfactory, but two days after surgery 
he developed evidence of cerebral and femoral emboli. A left 
iliofemoral embolectomy was carried out. Several toes be- 
came gangrenous and on Feb. 13 a mid-thigh amputation 
was done. His condition gradually deteriorated and he de- 
veloped giant decubiti. Despite the tracheostomy, tracheo- 
bronchial care became progressively more difficult. He died 
one month after surgery, on March 7, 1958. Autopsy findings 
included extensive old infarct of the left ventricle, recent 
mural thrombus of the left atrium, multiple renal infarcts, 
severe generalized arteriosclerosis, bilateral bronchopneu- 
monia, and various pathological signs of cardiac decompen- 
sation. 


Comment.—This was the only patient in the 
series in whom a pulmonary complication arose 
after tracheostomy. The development of severe 
terminal bronchopneumonia must be explained by 
inadequate tracheostomy care. 


Case 5.—This 83-year-old man was admitted on Feb. 7, 
1958. He had been followed for five years in the outpatient 
department because of hypertension and periodic heart fail- 
ure. He had been known to have complete left bundle- 
branch block for this period. Chest x-ray on admission 
showed bilateral pulmonary congestion. On the day of 
admission cholecystectomy was performed for gangrene of 
the gallbladder. Prophylactic tracheostomy was considered at 
the time of surgery but was not done. Although he recovered 
promptly from anesthesia, during the next 10 hours he be- 
came moribund with irrational and irritable behavior, tachy- 
cardia, and wet lungs. Endotracheal suction gave only 
temporary relief. Tracheostomy was done at this time. Im- 
provement was rapid and after a few days recovery seemed 
assured. He subsequently developed a subhepatic abscess, 
which was drained with the patient under local anesthesia. 
Massive hemorrhage occurred from the depths of the abscess 
during the third, fourth, and fifth postoperative weeks, ne- 
cessitating transfusions of 6,000 cc. He developed intractable 
heart failure and died on March 18, 1958. During his last 
week of life he required repeated thoracenteses for a right 
pleural effusion. Serial chest x-rays during the five-week post- 
operative period showed no evidence of intrapulmonary com- 
plication except for atelectasis at the right base of the right 
lung, which was thought to be secondary to the subhepatic 
abscess. Permission to perform autopsy was not granted. 
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Comment.—This patient served as his own control 
in evaluating the role of tracheostomy in the deter- 
mination of immediate postoperative survival. Pro- 
phylactic tracheostomy was considered at the time 
of surgery and rejected. As a result of this error in 
judgment the tracheostomy became an urgent meas- 
ure several hours later, after his condition had 
deteriorated badly. 


Case 6.—This 85-year-old man was admitted for the treat- 
ment of a large carcinoma of the gastric antrum. He had 
been receiving digitalis since a myocardial infarction 15 years 
prior to admission, and for one year heart failure had been 
increasingly difficult to control despite constant bed rest. 
Physical examination revealed an emphysematous chest 
with distant breath sounds. He was a very feeble old man. 
Chest x-ray showed emphysema and slight cardiomegaly. 
electrocardiogram revealed a complete left bundle- 
branch block. On Feb. 18 radical gastrectomy was performed, 
with removal of 85% of the stomach, and a_ prophylactic 
tracheostomy. The tracheostomy was postoperatively supplied 
with oxygen which had been passed through Alevaire. 
Although he aroused promptly after anesthesia, he was al- 
ternately confused and comatose until the fourth postoper- 
ative day, but subsequently improved rapidly. The cannula 
was removed on the sixth postoperative day and the patient 
was discharged 13 days after surgery. He has continued to do 
well and is now living at a convalescent home. 


Comment.—This octogenarian had not been able 
to leave bed for one year prior to admission due to 
severe heart disease complicated by emphysema. 
The prevention of anoxia during a difficult conva- 
lescence was facilitated by the tracheostomy. 

Case 7.—This 75-year-old man was admitted on Feb. 21, 
1958, with abdominal pain and jaundice. Chest x-ray re- 
vealed bilateral basilar atelectasis. His condition deteriorated 
rapidly and within four days he developed anuria, hyper- 
pyrexia, and hypotension. On the fifth day after admission, 
common duct drainage and tracheostomy were performed 
with the patient under local anesthesia. The patient's tem- 
perature then returned to normal, and kidney function was 
restored. The jaundice deepened, however, and the patient 
died 26 days after surgery. At autopsy the basilar atelectasis 
was found to have cleared and the only pulmonary abnor- 
mality was congestion of the lungs. Autopsy also revealed 
far-advanced biliary cirrhosis with multiple intrahepatic 
stones in both the right and left hepatic ducts. 


Comment.—Like several other patients in this 
series this man went into surgery with a previously 
established respiratory complication. The pulmo- 
nary status improved with tracheostomy despite 
deterioration of his general condition. 


Case 8.—This 49-year-old man had an 11-year history of 
progressive muscular dystrophy involving both legs and both 
arms as well as the accessory muscles of respiration. He had 
one-block exercise tolerance and after prolonged conversation 
became dyspneic. On Feb. 28, 1958, he underwent cholecys- 
tectomy and common duct exploration. Because of his neu- 
rological disability a prophylactic tracheostomy was done. 
Because of feeble respiratory efforts and excessively thick 
mucus there was great difficulty in keeping the tracheo- 
bronchial tree clean postoperatively. He was disoriented for 
the first two days after surgery and on the second day he as- 
pirated gastric contents and nearly became asphyxiated. 
Suction was applied immediately and bronchial wash 
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carried out with saline solution. He showed improvement 
after this, but a chest x-ray on the fourth postoperative day 
showed disk atelectasis at both bases. His chest gradually 
cleared and the tracheostomy cannula was removed 10 days 
after surgery. He was discharged home two days later. 


Comment.—Extensive neurological disability made 
postoperative tracheostomy mandatory in this case. 
Death from aspiration of gastric contents in the 
early postoperative period would probably have 
resulted without this precaution. 


Case 9.—On March 5, 1958, this 74-year-old woman was 
brought to the emergency room in shock after having been 
struck by an automobile. She had multiple injuries, in- 
cluding a traumatic amputation of the left leg, extensive 
soft tissue injury of the right leg, hemothorax, and fractures 
of the left second to eighth ribs, left scapula, and right 
superior and inferior pubic rami. After transfusion of 4,000 
ce. of blood and plasma she was taken to the operating room 
for a left supracondylar amputation and débridement = of 
other wounds. Tracheostomy was not done. Fifteen hours 
after surgery she was irrational, dyspneic, ashen, and 
clammy. Tracheostomy was performed with immediate bene- 
fit. Her condition was critical for many days but improve- 
ment was steady. The hemothorax was evacuated with re- 
peated thoracenteses. Despite the serious chest wall injury 
neither atelectasis nor pneumonitis developed. The trache- 
ostomy tube was removed on the eighth postoperative day. 
The patient was discharged in good condition on the 22nd 
postoperative day, and has subsequently returned to her home 
in New Jersey. 


Comment.—This is the type of crushed-chest_ in- 
jurv for which Carter * recommended earlv trache- 
ostomy. The unnecessary delay in this case nearly 
cost the patient her life. 

Case 10.—This 71-year-old man had had dyspnea on ex- 
ertion and severe nocturnal asthma for several years. Chest 
x-ray and electrocardiogram were normal. The present. ad- 
mission was for unremitting obstructive jaundice. On March 
10, 1958, a pancreaticoduodenal resection was performed. 
Prophylactic tracheostomy was considered because of the 
patient’s history of asthma but was not done. For the first 
few hours after surgery there were no pulmonary difficulties 
but after this the patient’s condition deteriorated rapidly 
despite the use of bronchodilators, forced coughing, and endo- 
tracheal suction. He developed extreme dyspnea, carphology, 
hallucinations, tachycardia, and bilateral diffuse rales. His 
condition was grave 18 hours after surgery. Tracheostomy 
was performed with removal of profuse thick secretions and 
the patient showed immediate improvement. Subsequently he 
developed persistent fever and nine days postoperatively a 
subhepatic abscess was drained. His condition again im- 
proved but on March 28 he developed high intestinal ob- 
struction. He was reexplored on April 2, and jejunal obstruc- 
tion was found in the wall of the subhepatic abscess. A 
gastrojejunostomy and feeding jejunostomy were done below 
this point, after which he gradually and steadily improved. 
The tracheostomy tube was removed on April 10, one month 
after the pancreaticoduodenectomy, and the patient was fin- 
ally discharged on May 8, 1958. Despite his postoperative ex- 
periences there was never any evidence of pneumonitis or 
atelectasis on serial x-rays. 


Comment.—There will not be unanimity of opin- 
ion about the need for prophylactic tracheostomy in 
some patients. Because of a reluctance to employ 
tracheostomy unless specifically required, we have 
allowed a postoperative trial period, in borderline 


PROPHYLACTIC TRACHEOSTOMY—STARZL ET AL. 


J.A.M.A., Feb. 14, 1959 


cases, during which the patient is closely observed 
for evidence of pulmonary difficulty. If the slightest 
complication develops, tracheostomy should be done 
without delay. 


Case 11.—This 65-year-old man was referred from another 
hospital for treatment of a large chondrosarcoma of the left 
shoulder. He had had pulmonary tuberculosis in his youth, 
and 17 years previously had undergone nephrectomy for 
tuberculous pyelonephritis. He took digitalis daily and had 
been in heart failure recently. He had dyspneic for 10 years 
and had needed convalescent home care for the past 2 years. 
Examination showed cyanosis, kyphosis, markedly emphy- 
sematous chest, and diffuse wheezes over both lung fields. 
Chest x-rays showed bilateral apical scarring and emphysema. 
Electrocardiogram disclosed complete right bundle-branch 
block. Maximum breathing capacity was 27 liters per minute. 
Vital capacity was 2,700 cc. Timed vital capacity showed a 
31% , 42% , and 52% expiration in 1, 2, and 3 seconds. The 
diagnoses were advanced pulmonary emphysema and_ cor 
pulmonale. Bronchodilators were used preoperatively and the 
patient was given positive pressure breathing exercises. On 
March 19, 1958, left interscapulothoracic amputation and 
tracheostomy were done. Room air pumped through Alevaire 
was used postoperatively to supply the tracheostomy cup. 
Convalescence was uncomplicated and the cannula was re- 
moved on the fifth day after surgery. He was discharged on 
the 12th postoperative day. 


Comment.—This patient was referred from an 
outlving hospital for consideration of radiotherapy, 
since it was thought that his condition precluded 
extirpative therapy. The use of prophylactic trache- 
ostomy was probably a critical factor in permitting 
reversal of this decision. 


Comment 

Until the last two decades the indication for 
tracheostomy was rigidly defined as mechanical 
upper airway obstruction. The broader utility of 
this procedure in the treatment of secretional air- 
way obstruction was not realized until Galloway's 
report ° on the use of tracheostomy in the treatment 
of bulbar poliomyelitis. Tracheostomy has subse- 
quently become accepted treatment in a variety of 
clinical conditions in which mechanical obstruction 
is not a major factor, including coma from any 
cause, tetanus, respiratory burns, tracheobronchitis, 
traumatic chest injuries, and the postoperative state 
after major thoracic and neurosurgical procedures. ' 

In describing the management of crushed-chest 
injuries Carter ' defined the following benefits to be 
derived from the use of tracheostomy: reduction in 
the respiratory dead space, decrease in the resist- 
ance to air flow, and increase in the ease of man- 
agement of tracheobronchial secretions in patients 
who cannot or will not cough. In addition, by 
diminishing the eftort necessary for ventilation, 
pain is relieved. The advantages of tracheostomy 
are applicable to the care of geriatric and poor risk 
patients who have had major abdominal surgery. 
These people have a respiratory reserve so limited 
that maximum utilization of pulmonary function is 
necessary for their postoperative survival. They are 
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handicapped by an increase in bronchopulmonary 
dead space,® by an emphysematous and fixed chest, 
and by muscular weakness. The problem is further 
aggravated by incisional pain with splinting, sup- 
pression of coughing, and the consequent accumu- 
lation of tracheobronchial secretions. These unfavor- 
able conditions are all at least partially alleviated 
by tracheostomy. The dead space is reduced, 
decreasing the tidal volume necessary for the same 
alveolar ventilation; the elimination of upper airway 
resistance diminishes the muscular energy expended 
for respiration and the more effortless ventilation 
can be performed with less pain; and the manage- 
ment of tracheal secretions is brought under mo- 
ment-to-moment control. The value of tracheostomy 
under these circumstances was realized by Baronof- 
sky,’ who, in addition to having advocated the 
procedure for crushed-chest injuries prior to Car- 
ters report, has alluded to the systematic use of 
tracheostomy in aged and debilitated general sur- 
gical patients. 

If recovery from surgery is uncomplicated, the 
total period of hospitalization is not significantly 
increased by the presence of the trachecstomy. 
After a trial period of occlusion the cannula can 
usually be withdrawn within the first postoperative 
week and the patient can be discharged a few days 
later (cases 3, 6, 9, and 11). When nonrespiratory 
complications have occurred we have found the 
presence of the tracheostomy to be a factor on 
which survival (cases 1, 2, 8, and 10) has often 
depended. 

The necessity for scrupulous care of the trache- 
ostomy is universally recognized but so important 
as to justify reiteration here. Exclusion of the larynx 
from the airway has deprived the patient of what- 
ever power he possessed to cough explosively, and 
he is now at the mercy of those entrusted with the 
hygiene of his tracheobronchial tree. If suction is 
not applied at regular intervals he will be in a more 
indefensible state than if tracheostomy had never 
been done. It is taught at most nursing centers that 
the tip of the suction tube should not pass beyond 
the inner extent of the cannula, but if this practice 
is carried out secretions will pool beyond the end 
of the tracheostomy. Nursing personnel must be 
taught to apply suction deeply, but with frequent 
rest intervals,” with a Y-tube to avoid traumatizing 
the mucosa. For most of the patients reported here 
oxygen was furnished to a plastic tracheostomy 
cup, and for those with severe emphysema com- 
pressed air was employed. Humidification was 
obtained by passage of the gas through a wetting 
agent (Alevaire). Aseptic precautions must be em- 
ployed in tracheostomy care, for severe tracheo- 
bronchitis can be precipitated by careless handling 
of the suction catheters. 
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In the present series an effort was made to antici- 
pate the need for tracheostomy on the basis of 
preoperative evaluation. Tracheostomy was done in 
this series only on a group of patients who might 
otherwise not have been able to undergo major 
surgery. In three cases elective tracheostomy was 
considered and rejected, and in these instances 
what could have been an orderly procedure in the 
operating room became a desperate measure on the 
ward, Experiences like these have tended to lower 
our Originally stringent criteria for the performance 
of prophvlactic tracheostomy. 


Summary 


Prophylactic tracheostomy was used postoper- 
atively for aged and debilitated general surgical 
patients. The objectives were to allow maximum 
utilization of pulmonary reserve and to prevent 
postoperative pulmonary complications. In a recent 
three-month period in one of the general surgical 
services at Jackson Memorial Hospital, 11 patients 
underwent this procedure after various major oper- 
ations. These people constitute a group for which 
it was thought that extensive surgery would uni- 
formly have been fatal without the postoperative 
use of tracheostomy. Eight of the patients were 
completely rehabilitated. The remaining three died 
of late complications of the primary disease and in 
only one case did a pulmonary complication ma- 
terially contribute to death. On the basis of this 
experience it is suggested that the judicious use of 
tracheostomy is a means of extending the limits 
of operability to include certain aged and poor risk 
patients who might not otherwise be expected to 
survive a major surgical procedure. 
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The demonstration of the role of isosensitization 
to the Rh factor in the pathogenesis of hemolytic 
transfusion reactions and in erythroblastosis fetalis 
(hemolytic disease of the fetus and newborn in- 
fant) stimulated much interest in this subject. Ex- 
amination of serum from isosensitized patients 
showed that while at least 90% of them gave re- 
actions paralleling in specificity the original anti- 
rhesus serum of Landsteiner and Wiener, the bal- 
ance detected different blood factors of related 
specificities. The Rh-Hr blood group system is now 
known to be quite complicated and to comprise a 
set of so-called Rh factors as well as a set of re- 
ciprocally related Hr factors. The serology, genet- 
ics, and nomenclature of the Rh-Hr types have 
been the subject of a recent report.’ 

In the Rh-Hr system the Rhy factor holds a spe- 
cial position. It is by far the most antigenic of the 
Rh-Hr blood factors and the usual source of clini- 
cal complications. For this reason the symbol for 
the Rh, factor has been assigned a capital “R” to 
set it apart from the other Rh-Hr factors. While 
the Rhy-negative person is in greatest jeopardy of 
clinical complications, the Rho-positive person. is 
not immune, since on rare occasions such persons 
have become sensitized to Rh-Hr factors other than 
Rh, lacking from their blood cells.” Of special 
interest is the recent discovery that Rho-positive 
persons may form antibodies closely resembling 
anti-Rh, in specificity, giving rise to the seeming 
paradox of an Rh-positive individual sensitized to 
the Rh factor." The purpose of this report is to 
summarize some of the recent observations on the 
newly discovered set of Rh factors and to offer 
a diagrammatic representation which may help 
with the understanding of the serologic reactions 
involved. 

In a series of publications,* the distinction be- 
tween an agglutinogen and its serologic attributes, 
or blood factors, has been delineated and the as- 
sertion made that the number of blood factors 
characterizing each agglutinogen is limited pri- 
marily by one’s enterprise and ingenuity in search- 
ing for and identifying antibodies of “new” speci- 
ficities. This prediction has been fulfilled, in the 
Senior Bacteriologist (Serology), Office of the Chief Medical Exam- 


iner (Dr. Wiener), and Director, Blood Bank, New York University— 
Bellevue Medical Center (Dr. Unger). 


In the theory of hemolytic transfusion re- 
actions and of hemolytic disease in the fetus 
and the newborn, the Rh, factor holds a spe- 
cial position. It is the most antigenic of the 
Rh-Hr blood factors and the usual source of 
clinical complications. Because of the recent 
discovery of new antibodies within this system 
it has become necessary to assume that 
standard Rh-positive blood contains factors 
Rh*, Rh®, Rh‘, and others, as well as Rhy. 
The theory and nomenclature here developed 
makes it easier to understand the interrela- 
tions of these factors and should aid the 
physician in solving certain puzzling clinical 
problems. Its predictive value makes it helpful 
in planning further investigations. 


case of the Rh-Hr blood types, by the discovery 
in recent years of a number of additional Rh-Hr 
antibodies. Of particular interest are those anti- 
bodies identifying a series of blood factors asso- 
ciated with the blood factor Rhy,’ since, as has 
been pointed out, blood factor Rhy holds a position 
of special importance, both serologically and clini- 
cally, in the Rh-Hr system. 

The common characteristics of the recently dis- 
covered antibodies, related to anti-Rhy, are as fol- 
lows: They are found in the plasma of persons 
having what appear to be typical Rh agglutinogens 
or variants of the Rh, factor in their red blood 
cells. (Agglutinogens of the Rh set include all 
those agglutinogens which have in common the 
blood factor Rhy, namely, agglutinogens Rhy, Rh,, 
Rh., and Rhy.) Attention is generally attracted to 
the cases by the occurrence of a hemolytic trans- 
fusion reaction, or the birth of an erythroblastotic 
baby, after which an antibody is detected in the 
Rh-positive patient’s serum which seems to be 
identical in specificity with anti-Rhy but which 
does not react with the patient’s own red blood 
cells or those from certain other persons. The sym- 
bol anti-Rh* was assigned to the antibody de- 
scribed by Wiener and Geiger,’ and the corre- 
sponding blood factor was designated Rh*. Other 
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similar antibodies, such as the one previously re- 
ported by Argall and co-workers ° and still another 
encountered by Rosenfield and associates,* proved 
to be different in specificity, and to them no spe- 
cific symbols have as yet been assigned. We have 
identified still another potent Rh antibody in the 
serum of an Rh-positive woman who had had a 
hemolytic transfusion reaction.” This case and the 
properties of the antibody will be described more 
fully in a separate communication. For the purpose 
of this paper, it is sufficient to point out that the 
antibody is different from anti-Rh* in specificity, 
and it has been assigned the symbol anti-Rh®. We 
have recently identified still a third similar anti- 
body, designated as anti-Rh*. This will also be 
described more fully in another communication. 

Studies of the distribution and serologic charac- 
teristics of the Rh* factor will be presented else- 
where. Since anti-Rh® and anti-Rh* were found 
more recently, the number of Rh-positive blood 
specimens tested for all three blood factors, Rh‘, 
Rh’®, and Rh‘, is still limited. Nevertheless, enough 
data have already been accumulated to indicate 
that these three blood factors may occur in an Rh 
agglutinogen in any of the eight theoretically pos- 
sible combinations. It is necessary to emphasize, 
however, that “standard” Rh-positive blood has all 
the blood factors Rh*, Rh®, and Rh‘, as well as Rhy, 
while red blood cells giving any of the other theo- 
retically possible reactions are found in only about 
1.6% of Rh-positive Negroes and in only about 0.1% 
of Rh-positive Caucasians. 


Diagrammatic Representation 


As a diagrammatic device for representing the 
Rh, portion of Rh agglutinogens, the outline of the 
human hand proves to be satisfactory. The webs at 
the bases of the four interspaces between the fin- 
gers may be considered to be combining sites for the 
attachment of antibodies. The web between the 
thumb and the index finger may be considered 
the site of the combining group for anti-Rho, the 
web between the fourth and fifth fingers for anti- 
Rh*, and the web between the third and fourth 
fingers for anti-Rh®, and the web between the third 
and index fingers for anti-Rh*. By definition, all 
“standard” Rh agglutinogens must have the combin- 
ing site tor anti-Rhy, but one can conceive of agglu- 
tinogens lacking the combining sites for one or more 
of the antibodies anti-Rh*, anti-Rh*, and anti-Rh*. 
As already mentioned, most of these possibilities 
have already been encountered, so that it is reason- 
able to assume that all eight of the theoretically pos- 
sible agglutinogens actually exist. In addition to anti- 
Rho, anti-Rh*, anti-Rh®, and anti-Rh‘, one may an- 
ticipate the existence of four additional antibodies, 
because there are in all eight possible ways in which 
antibodies can unite with the three combining sites, 
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Rh*, Rh®, and Rh‘. (The combining site Rhy does 
not enter into the calculations because, by defini- 
tion, it is shared by all Rh agglutinogens.) The re- 
actions of these four additional postulated anti- 
bodies, which may or may not eventually be found, 
tentatively designated as anti-Rh®, anti-Rh*, anti- 
Rh’, and anti-Rh*, are shown diagrammatically in 
the figure, together with the reactions of anti-Rh‘, 
anti-Rh®, and anti-Rh*. 

It is of interest to point out that the four addi- 
tional postulated antibodies and corresponding 
blood factors do not increase the number of theo- 
retically possible Rh agglutinogens. The reason for 
this, as shown in the figure, is that blood factor 
Rh? is present when and only when the two factors 
Rh* and Rh® occur in the Rh agglutinogen. Simi- 
larly, Rh* is present when and only when factors 
Rh* and Rh* are both present; Rh* is present when 
and only when factors Rh® and Rh* are both pres- 
ent; and Rh®* is present when and only when all 
three factors Rh*, Rh®, and Rh* are present. This 
kind of situation has been encountered previously 
in the case of the Rh-Hr blood types and also in 
studies on agglutinogens or phenogroups in ani- 
mals and bacteria. For example, factor hr occurs 
when and only when both factors hr’ and hr” are 
present,” and factor rh, bears a similar relationship 
to the blood factors rh’ and hr’.” One may there- 
fore anticipate the existence of two additional Rh- 
Hr factors, namely, rh, dependent on the simulta- 
neous presence of factors rh’ and rh”, and rh,, de- 
pendent on the simultaneous presence of factors 
rh” and hr’, In cattle blood group studies,'’ the out- 
line of the human hand helps one visualize such 
blood factor combinations as BGK and in Salmo- 
nella tvping such combinations as serologic factors 
as enx. 

Irwin and Cumley '' and Irwin and Cole '* have 
reported the appearance of so-called hybrid sub- 
stances in the blood cells of crosses between pi- 
geons and/or doves of different species. This effect, 
ascribed to gene interaction, can be explained on 
the serologic level with the aid of a diagram, such 
as the one shown here. An explanation very similar 
to the one proposed here has in fact been dis- 
cussed by other investigators, notably. Miller," 
who wrote as follows: “One might assume that 
nothing new is produced except a different physical 
position (a new propinquity) of the antigens on 
the erythrocytes of the hybrid, which in the animal 
immunized stimulates or permits the antibodies to 
be formed against the combination, resulting in a 
new specificity of some of the antibodies.” As is 
well known, a similar phenomenon occurs in the 
case of colors: where two colors overlap a new 
color may result, e. g., fusion of red and yellow pro- 
duces orange, while fusion of blue and yellow pro- 
duces green. 
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Terminology 


With regard to the terminology for the newly dis- 
covered and predicted Rh antibodies, the symbols 
used here and shown in the figure are not to be con- 
sidered definitive or final. The main shortcoming 
of the symbols is that they fail to take into account 
the different levels of the various blood factors and, 
therefore, do not allow for expansion of the termi- 
nology when additional factors are found. This is 
readily corrected by taking into account the fact 
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the derived blood factors remain self-explanatory. 
As for the symbols for the genes and agglutinogens, 
all that is necessary is to add a small letter, such 
as a, b, and c, to indicate which of the primary 
blood factors is lacking from the agglutinogen. 
Since almost all Rh-positive bloods have all the 
associated blood factors Rh*, Rh®, Rh‘, etc., as well 
as Rhy, special complex symbols are needed only 
for the exceptional bloods having Rh agglutinogens 
lacking one or more of the primary blood factors. 


Genes} Agglutinogens 


Observed Serena, a Factors: | Predicted Serums Corresponding Blood Factors 


SSS 


Remarks 


All Rh agglutinogens 
by definition have 
blood factor Rig 


Rh° is present when 
and only when RhA 
& Rh® are present 


RhE is present when 
and only when Rh” 
& Rh° are present 


Rh* is present when 
and only when Rh® 
& Rh° are present 


Rh® is present when 
+ and only when Rh*, 


& Rh° are present 


Diagrammatic representation of reactions of anti-Rh, and associated antibodies. Rh*"°=Rh agglutinogen lacking factors 
Rh*, Rh®, and Rh*. agglutinogen lacking factors Rh® and Rh®. Rh“*=agglutinogen lacking factors Rh“ and Rh*; this 


follows for all agglutinogens. 


that Rh*, Rh®, and Rh* are primary blood factors 
while the postulated factors Rh°®, Rh*, Rh*, and 
Rh* are secondary or derived blood factors. There- 
fore, if, instead of the symbols Rh®, Rh*, Rh’, and 
Rh*, one used the symbols Rh”, 
and Rh'***’, this difficulty could be overcome. Then, 
when additional related primary blood factors are 
found, they can be assigned the symbols Rh°, Rh‘, 
Rh’, Rh‘, etc., in rotation, while the symbols for 


(Similarly, such expressions as “blind man” and 
“one-armed man” are used, but the normal man 
is assumed to have all his limbs and faculties. ) 
It will be noticed, moreover, that factors Rh®, Rh*, 
Rh’, and Rh* are not indicated in the symbols for 
genes and agglutinogens, because the presence or 
absence of these four factors is determined once it 
is known which of the factors Rh*, Rh*, and Rh* 
is present. 


| 
Rho Rh° Rh° Rh’ Rh® 
| 
| C) | | C) ©) ©) ©) 
| | | | | 
—_ | 
+ | 1° Zi 
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The serologic reactions of the Rh-Hr antiserums 
identified to date indicate that the Rh-Hr agglutin- 
ogen molecule could have two major side chains or 
combining sites. The fact that Rh-positive red blood 
cells can be coated or blocked with Rh, blocking 
antibody without interfering with the reactions of 
serums of specificities anti-rh’, anti-rh’’, etc., indi- 
cates that the presence or absence of Rhy factor, and 
presumably also the associated factors Rh*, Rh’, 
Rh‘, etc., is determined by one of these two side 
chains. Moreover, the overlapping relationships be- 
tween factor hr and factors hr’ and hr’, and be- 
tween factor rh; and factors rh’ and hr”, etc., indi- 
cate that the second postulated side chain probably 
determines the presence or absence of the blood 
factor pairs rh’-hr’, rh’-hr’, etc. 


Summary 


Blood factors Rh*, Rh®, and Rh® occur associated 
with blood factor Rhy in Rh-positive blood. Occa- 
sionally, Rh-positive persons exist with blood lack- 
ing one or more of the factors Rh‘, Rh*, and Rh‘ 
and can become sensitized to the missing factor or 
factors, with resulting hemolytic transfusion re- 
actions or infants with erythroblastosis. These cases 
produce the seeming paradox of an Rhy-positive 
person with antibodies in his serum seemingly 
identical with anti-Rhy in specificity. Knowledge of 
the existence of blood factors Rh*, Rh*, and Rh‘ 
will, therefore, aid the clinician in solving certain 
puzzling clinical problems relating to blood trans- 
fusion reactions and erythroblastosis fetalis. 

With the aid of diagrams to help visualize the 
nature of the reactions of anti-Rh*, anti-Rh®, and 
anti-Rh*, it is possible to anticipate the discovery 
of hitherto undescribed antibodies and blood fac- 
tors. The diagrams also aid in clarifying certain 
previously observed relationships among blood fac- 
tors in the Rh-Hr system, as well as in studies on 
the B and C blood group systems in cattle, sero- 
typing of Salmonella bacteria, and the problem of 
so-called hybrid factors in the red blood cells of 
crosses between different species of pigeons and 
doves. 

The Rh-Hr agglutinogen molecule of human 
blood might have two major side chains or combin- 
ing sites, one for anti-Rh, and the associated anti- 
bodies anti-Rh*, anti-Rh®, and anti-Rh* and the 
other for antibodies against the factor pairs rh’ and 
hr’, rh” and hr’, and the related blood factors hr, 
ete. 


Addendum 


After this article was prepared, our attention was 
called to an early report of Shapiro,’* in which a 
person was described whose red blood cells were 
clumped by four out of eight potent anti-Rh, se- 
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rums and whose serum contained a potent Rhy anti- 
body (titer 512), which, however, did not react 
with Rh, variant cells. Apparently, Shapiro was 
dealing with a phenomenon similar or related to 
the one described in this paper as well as in subse- 
quent investigations, notably, those by Argall and 
co-workers > and Rosenfield and associates.” 
64 Rutland Rd., Brooklyn 25, N. Y. (Dr. Wiener). 
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RADICAL PERINEAL PROSTATECTOMY FOR EARLY CANCER 


FOLLOW-UP STUDY OF ONE HUNDRED EIGHT PERSONAL CASES 


J. A. Campbell Colston, M.D., Baltimore 


Accurate follow-up studies are essential in the 
evaluation of the ultimate results of any surgical 
procedure. The subsequent course of every patient 
subjected to a particular operation should be fol- 
lowed as accurately as possible by means of check- 
up examinations at regular intervals, if possible. 
or, if this is not practical, regular reports from the 
patient’s personal physician and the results of post- 
mortem examinations in such patients who later 
die. It is always impossible to fulfill all these ideals, 
but in any event every attempt should be made at 
least to approximate them as accurately as possible. 

In no field of surgery is an accurate knowledge 
of the postoperative course of patients subjected 
to operative procedures more valuable than in the 
field of malignant disease. The well-known. bio- 
logical variation in the growth of neoplasms and 
the vagaries of host resistance offer many diffi- 
culties in understanding the life history of these 
diseases, and many blind spots indeed are present 
in our knowledge to date. Definite progress in our 
understanding of these diseases and an accurate 
evaluation of the ultimate results of surgical pro- 
cedures can be attained only by studies, as thorough 
as possible, of the subsequent course of patients 
subjected to operation. In these studies attempts 
should be made to correlate the life of the indi- 
vidual after surgical procedures with the type of 
tumor and its biological characteristics, although 
we know little about this latter phase. 

It is well recognized today, after many vears of 
doubt on the part of some surgeons, that in cancer 
of the prostate, if the clinical findings suggest that 
complete eradication of the neoplasm can be ac- 
complished by a surgical operation, such a_pro- 
cedure should be carried out. Unfortunately, the 
progress of prostatic carcinoma is a slow and in- 
sidious one, as is well known, and symptoms from 
a neoplasm usually do not occur until the growth 
has progressed beyond the capsule of the gland, 
making a complete eradication of the disease im- 
possible. However, the attention of the medical 
profession recently has been directed to early de- 
tection of this disease. In the early stages, of course, 
the diagnosis depends entirely on rectal palpation 
and on the detection of a nodule or an area of 
third degree induration. If other factors which 
might lead to such a finding, such as prostatic cal- 
culi, infarction, or an area of chronic prostatitis, 
can be definitely eliminated, then active steps to 
insure the diagnosis and to complete eradication 
of the neoplasm should be instituted. 


From the Brady Urological Institute, the Johns Hopkins Hospital. 
Read before the Southeastern Section of the American Urological 
Association, Jan. 13, 1958. 


The course of patients who underwent rad- 
ical operations for prostatic carcinoma was 
followed for at least 10 years in 108 cases. 
In this series there was no operative mortality, 
but the operation is not free from danger, 
and there were 10 cases of lasting post- 
operative incontinence. Of 15 patients who 
underwent radical perineal prostatectomy 
before 1947, 7 were living and well 10 
years later. Their expectancy of life after 
operation was therefore little different from 
that of normal men at age 70. 


Methods for Detection of Prostatic Carcinoma 


In the literature it is usually stated that only 5% 
of prostatic carcinomas are recognized in such an 
early stage that the radical operation is technically 
feasible. However, in a series of patients studied 
at the Brady Urological Institute over a two-year 
period, it was found that 22% of all those given a 
diagnosis of prostatic cancer were found suitable 
for the radical operation.’ This higher figure is 
undoubtedly due to the fact that many cases of 
suspected nodules in the prostate have been re- 
ferred for the express purpose of radical extirpa- 
tion. In Kimbrough’s statistics at the Walter Reed 
Hospital, this figure is approximately 50%, which 
can be explained by the fact that all Army per- 
sonnel over the age of 40 are annually subjected 
to a rectal examination.” 

Numerous studies for the evaluation of the 
Papanicolaou stain of expressed prostatic secretion 
have been reported, but the consensus of findings 
would indicate that on account of the difficulties 
of interpretation, this procedure is of no value. In 
addition, the active manipulation of a suspected 
malignant area, as is necessary to obtain secretion 
for examination, would certainly be a questionable 
procedure, as numerous experiments on animal 
tumors in the past have proved that by massage 
of these experimental tumors activity in metastatic 
deposits is greatly accelerated.” 

Examination of specimens obtained by transure- 
thral resection is often of conclusive value, but it 
must be remembered that in early cases of prostatic 
cancer the lesion is often located in the posterior 
capsule, and unless very deep cuts of the tissue 
have been made the presence of the lesion would 
be missed. Perineal biopsy, usually with the Silver- 
man needle, has many advocates, but here again the 
small size of the specimen obtained for microscopic 
examination and the possibility that the particular 
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area which is under suspicion might be missed by 
the needle counts against the accuracy of this pro- 
cedure. In the recent literature several reports of 
implantation of tumor tissue after needle biopsy 
in various organs have been recorded, and Clarke 
and associates * have recorded a case in which 
tumor cells were seeded along the needle tract in 
the perineum. 

Transrectal biopsy, in which a sizable piece of 
tissue can be obtained from any suspected area in 
the posterior capsule of the prostate by exposure 
through an incision in the rectal wall, has been re- 
cently proposed.” If such a procedure is solely for 
diagnostic purposes, accurate information as to the 
nature of the suspected lesion should be obtained 
by this method; but, if the diagnostic procedure is 
to be followed by the radical operation, violation of 
the integrity of the rectal wall should certainly be 
severely criticized on account of the fact that the 
radical operation might easily lead to a rectoure- 
thral fistula through this weakened area. 

It is our belief that the most accurate information 
can be obtained by perineal exposure of the gland 
and excision of the suspected area in the posterior 
capsule. Frozen-section examination of the excised 
tissue then gives us the most accurate method for 
the diagnosis of prostatic neoplasm. At the same 
time it has been our custom to obtain tissue from 
the opposite side of the capsule, and examination of 
this tissue is important in evaluating the extension 
of the neoplasm, should it be present. When a 
suspected nodule is present in the prostatic capsule, 
it is our belief that the prostate should be exposed 
perineally, frozen section biopsy specimen obtained 
and, if results are positive for carcinoma, the radical 
operation should be forthwith carried out. Culp ° 
has clearly stated the problem as follows: 

It has been axiomatic that precise diagnosis is a prerequisite 
of rational therapeusis. Many ingenious techniques have been 
devised for histologic study of palpable nodules in the pros- 
tate, but only perineal exposure of the gland affords direct 
access to the entire posterior lamella. Biopsy via this route, 
therefore, should have the greatest potential for indicating 
unequivocally cases suitable for the radical operation. The 
combination of frozen section examination and perineal pros- 


tatectomy of appropriate type has no parallel in other diag- 
nostic or therapeutic schemes. 


The patient is, of course, informed of the proce- 
dure to be undertaken and also acquainted with 
the fact that if the radical operation is carried out 
sex function will in all probability be abolished. 
However, before the radical operation should be 
considered, certain criteria, which have been em- 
phasized before,’ should be fulfilled. On palpation 
the lesion should be limited, as far as one can deter- 
mine, to the gland itself, and no extension through 
the capsule should be present. There should be no 
evident infiltration of the base of the bladder, and 
the seminal vesicles and the gland should be freely 
movable. Of course, there should be no evidence, 
either clinically or roentgenologically, of metastasis, 
and the serum acid phosphatase level should be 
normal; but, in our opinion, the most important 
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point lies in the fact that the patient should be in 
excellent general condition and have a good life 
expectancy. It is my belief that radical operations 
carried out on early lesions in patients above the 
age of 70 are rarely justifiable, although dogmatic 
rules cannot be laid down on this point, because of 
the well-known fact that growth of prostatic carci- 
noma in the aged is a slow process. Every urologist 
is, of course, familiar with patients not subjected 
to operation who have lived for five or more years. 


Postoperative Results—from the Literature 


There are few studies of late postoperative re- 
sults of radical operations for early carcinoma of 
the prostate in the literature. As Jewett* has empha- 
sized, 5-year follow-up studies are of little value on 
account of the well-known slow growth of the usual 
prostatic neoplasm, so that to determine accurately 
the ultimate results of radical procedures, a 10-year 
follow-up gives us the most important information 
that we can obtain as to the ultimate evaluation of 
the particular surgical procedure instituted. It has 
been only in the last decade that the retropubic 
radical operation has been used, so that no 10- 
year follow-up studies on this procedure are as yet 
available. 

Flocks’ studies will be awaited by urologists with 
great anticipation. He combines radical retropubic 
prostatectomy with the injection of radioactive gold 
along the lymph channels and the nodes which 
drain the prostate gland. In addition, he has been 
treating patients with inoperable cancer by injection 
of radioactive gold into the growth itself and into 
the lymph channels and nodes. When a 10-year 
evaluation of these studies is available, it may be 
that valuable information will be obtained as to the 
results of this therapy. 

Jewett has analyzed the results of 401 radical 
operations for the eradication of early carcinoma 
of the prostate which have been carried out at the 
Johns Hopkins Hospital. The technique in all cases 
has been that proposed by Young * in 1904, with a 
few minor modifications, principally in the placing 
of the sutures which anastomose the stump of the 
urethra to the defect in the bladder which occurs 
after the radical operation. He has emphasized the 
fact that when the neoplasm is microscopically con- 
tained within the prostatic capsule the prognosis as 
to longevity is far better than when examination of 
the operative specimen shows extension through the 
capsule or into the seminal vesicles. The 10-year 
survival rate of these patients with a favorable prog- 
nosis, that is, no extension into the capsule, is ap- 
proximately 50%, which closely approximates the 
expected survival rate for men of the same age 
group in the general population. 

Turner and Belt '* have reported a series of 274 
patients subjected to radical perineal prostatectomy. 
In the pathological specimens of 39 of these pa- 
tients, no evidence of malignancy could be found. 
The mortality in this series was 3.9%. Sixty of the 
patients subjected to operation were over the age 
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of 70 and 15 over the age of 80. The 10-vear survival 
rate of these patients was 47%, which is approxi- 
mately the same as that found in Jewett’s studies. 
Barnes '' has made a very valuable contribution 
in the study of palliative treatment of early car- 
cinoma of the prostate. Thirty-one patients with 


TaBLe |.—Analysis of Results, on Yearly Basis, in 108 Patients 
Who Had Radical Perineal Prostatectomy for Cancer 


Living, No. Died, No. 
Year ot No Other 
Operation Recurrence Recurrence Recurrence Causes 

Two of the 108 patients showed no evidence of carcinoma at oper: 

ation. 


early carcinoma of the gland were considered to be 
favorable for the radical operation. These patients 
were treated with estrogens, and a 5-vear survival 
rate of 53% was noted (which is very close to the 
5-vear survival rate of patients subjected to the 
radical operation ); but his 10-vear survival rate was 
22%. This series gives us an excellent study of the 
comparative results of estrogen therapy and radical 
perineal prostatectomy in early cases of prostatic 
cancer. 
Analysis of Results in Present Study 

In the hope that a study of a personal series of 
patients with radical perineal prostatectomy for 
early cancer of the prostate would add additional 
information, an analysis of 108 cases of mv own has 
been carried out. The evaluation of the ultimate 
results has been carried out by two members of the 
house staff of the Brady Urological Institute in the 
hope that the factor of optimism, which is so liable 
to be present in the presentation of any personal 
series, might be excluded. 

A total of 108 cases, with sufficient follow-up, 
have been analyzed. There has been no operative 
mortality in this series. Forty-three patients are 
living and well without known recurrence or me- 
tastases, 22 are living with recurrence and/or metas- 
tases, 24 have died with recurrence and/or metas- 
tases, and 17 have died from other causes. In two 
cases examination of the pathological specimen 
showed no evidence of carcinoma. 

The operations on these patients were carried out 
over 10 years ago, before the practice of obtaining 
frozen section biopsy specimens in all cases was 
instituted. In one case the result of frozen section 
biopsy was reported negative for carcinoma, but 
when the permanent sections were studied evidences 
of malignant disease were demonstrated five days 
after the perineal exposure for biopsy. The wound 
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was then reopened and the radical operation car- 
ried out without incident. This patient has remained 
well to date, eight vears after the operation. 

Tables 1 and 2 show an analysis of the series on 
a yearly basis. It will be noted that 14 patients op- 
erated on in 1953 through 1957 died with recur- 
rence and/or metastases. This high mortality prob- 
ably means that in these particular cases the growth 
was biologically very active or the host resistance 
lowered. After the first 5 vears the incidence of 
death from the disease progressively diminished, 
and if a patient has survived 10 years his chances 
of death from carcinoma are minimal. 

Of the 40 patients operated on in the period 1948- 
1952, 19 (approximately 50%) are living with no 
known recurrence or metastases. These are patients 
who have survived five vears or more since the oper- 
ation, and, of course, not included in this series are 
the patients who died in the first five years after 
operation. As has been mentioned above, those pa- 
tients who have harbored a biologically active neo- 
plasm will usually die within the first few vears. 

Fifteen patients were subjected to radical peri- 
neal prostatectomy before 1947. Seven (about 50% ) 
of these are living and well to date (one 10 years, 
three 12 years, one 14 vears, and two 15 years) with 
no clinical evidence of recurrence or metastases. 
Four are living with recurrence and/or metastases, 
three have died with recurrence and/or metastases, 
and one has died of other causes. These statistics, 
it will be seen, are in close agreement with the 10- 
vear survival statistics of Jewett and of Belt. 


Comment 


Some physicians, unfamiliar with the radical op- 
eration, undoubtedly have a false concept of its 
dangers. In this series there was no incidence of 
rectal injury or of rectourethral fistula; there were 10 
instances of incontinence, 2 of extravasation after 
postoperative instrumentation, 1 of peritonitis ne- 
cessitating laparotomy, 2 of suprapubic cystotomy 
for postoperative obstruction, and 1 of transurethral 
resection for postoperative stricture. Blood loss at 
the time of operation is usually less than during a 


Taste 2.—Summary, for Five-Year Intervals, 
of Data in Table 1 


Living* No. Died,’ No. 
Year of No Other 
Operation Recurrence Recurrence Recurrence Causes Total 
1958-1907... Is 10 14 11 53 
1948-1952... 19 at 7 40 
1943-1947... 4 3 l 15 
44 23 “4 17 108 


*As ot Dee. 31, 1957. 
+Of the two patients showing no evidence of ¢arcinoma at oper- 
ation, one now shows evidence and one no evidence. 


perineal prostatectomy for benign adenoma. This is 
due to the fact that when the lateral ligaments have 
been tied, the source of serious bleeding is con- 
trolled, and serious bleeding from the area in the 
bladder wall is always controlled by the sutures 
which are used to complete the anastomosis and to 
complete the defect in the bladder wall. 
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There have been no instances of serious oper- 
ative or postoperative hemorrhage, and the irriga- 
tion through the catheter when the operation has 
been completed has usually been quite clear. As 
has been emphasized before, patients subjected to 
the radical operation are usually in good physical 
condition, which plays no small part in the usual 
simple operative and postoperative course, whereas 
many patients whose general health has been im- 
paired by various causes are subjected to a perineal 
prostatectomy for benign hypertrophy. In_ fact, 
it has been our impression that perineal prostatec- 
tomy is the safest operation for poor risk patients 
with very large glands, so that in this particular 
group, usually well-advanced in years, postoperative 
complications are far more frequent than in the 
patients subjected to the radical operation. 

The Foley catheter, which is introduced at the 
time of operation, is allowed to remain in the blad- 
der for approximately 10 days, at which time the 
perineal incision is usually completely healed. Acci- 
dental removal of the catheter during this time is 
especially dangerous. In two patients the catheter 
was extruded as a result of accidental deflation of 
the bag. In attempts to reintroduce the catheter, ex- 
travasation occurred in two cases, in one of which 
peritonitis, necessitating laparotomy, developed. 
Therefore, to be sure that the catheter remains for 
the necessary time, it has been our custom not to 
rely entirely on the bag but to pass a small silk 
suture through the glans and tie it around the 
catheter. This gives an additional safeguard to pre- 
vent accidental removal. After the catheter had 
been removed, in two patients, postoperative re- 
tention developed. All efforts to reintroduce the 
catheter failed. In these patients suprapubic cysto- 
tomy was necessary, and the catheter was easily re- 
placed, with no other complications. 

It has been my custom, in completing the anasto- 
mosis of the stump of the urethra to the neck of the 
bladder, to use a modification of the Vest suture. 
In this method the ends of the suture are passed out 
through the perineal muscles and fat and tied there 
so that the stump of the urethra is brought up to the 
neck of the bladder snugly and no knots are tied 
through the urethral stump, which contains the 
muscles of the external sphincter. In my opinion 
this simple suture has been a potent factor in re- 
ducing our incidence of incontinence. 

In this series we have defined as incontinent any 
individual who is forced to wear some form of ap- 
paratus. Some degree of incontinence always per- 
sists for varying intervals of time after the radical 
operation. In most cases, however, the contro] has 
been regained before the patient is discharged from 
the hospital, but in a few cases several weeks or 
even months elapse before the sphincter tone re- 
turns to normal. In 10 patients in this series, how- 
ever, the necessity for wearing some protective de- 
vice persisted for one year, and these patients were 
classified as being totally incontinent. Constriction 
at the site of the operation may occur sometime dur- 
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ing the postoperative course. This is usually mani- 
fested by difficult urination, a thin, weak stream, 
and dribbling. If these signs become apparent, dila- 
tation of the operative site, carefully carried out, 
preferably with filiforms and followers, will often 
result not only in great improvement of the urinary 
stream but in disappearance of the incontinence. 

During the first two or three months after opera- 
tion, it has been my custom to give small doses of 
estrogens. This treatment is instituted entirely on 
an empirical basis in the belief that, if neoplastic 
cells remain behind after the operation, estrogen 
therapy might result in their necrosis. I have felt 
that there is no necessity for continuing estrogen 
therapy after a brief interval of time. When recur- 
rence and/or metastasis is evident, estrogen therapy 
is commenced, When this treatment is no longer 
effective, a bilateral orchiectomy is carried out, 
and in the later stages of widespread disease corti- 
sone therapy is often very effective in prolonging 
life and relieving pain. 


Summary 


The postoperative course and follow-up studies 
on 108 patients subjected to radical perineal pros- 
tatectomy have been analyzed. There has been no 
operative mortality in this series. Perineal exposure 
and frozen section biopsy were found to be superior 
to other methods of early diagnosis. The 10-year 
survival rate in this series is 47%, which closely ap- 
proximates the life expectancy in normal individuals 
in this age group. 

601 N. Broadway (5). 


Drs. John A. C. Colston Jr. and Frank D. Hill abstracted 
the histories and follow-up records of the patients in this 
series. 
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CLINICAL NOTES 


CONTRAST VISUALIZATION OF THE VENAE CAVAE_ IN 
OF LYMPHOMA 


Lieut. Billy P. Sammons, Lieut. Ronald R. Lund, Lieut. William O. Pischnotte 


Capt. Charles Gartenlaub, (MC), U.S. N. 


The most important factor in estimating the 
prognosis and choosing the treatment of histologi- 
cally proved malignant lvmphoma is the clinical 
extent of the disease.’ This is determined by the 
symptom complex, physical findings, laboratory 
studies, and roentgenographic examinations. 

A considerable number of patients are encoun- 
tered in whom only localized evidence of disease is 
apparent by these studies. In many of these pa- 
tients the disease is already disseminated. Thus, 
extensive silent intra-abdominal disease may be 
present with only satellite inguinal or femoral nodes 
being evident. The same relationship is often true 
of cervical and axillary nodes with intrathoracic 
disease. An apparently unicentric lymphoma may 
therefore be improperly staged as class 1 (accord- 
ing to classifications of Craver *) and receive inten- 
sive local therapy. This is particularly undesirable 
as the patient's reserve may be needlessly depleted 
while a potentially more serious site progresses un- 
checked. The moderately aggressive management 
of class 2 cases with beginning spread but still 
showing regional distribution of lesions must also 
be considerably modified if generalized disease can 
be demonstrated. 

Techniques available for the detection of disease 
in the deep-seated lymph nodes consist of routine 
and tomographic chest roentgenograms, gastrointes- 
tinal studies, and intravenous pyelography. Al- 
though these techniques are of established value in 
the detection of large mediastinal and intra-abdom- 
inal masses, a more sensitive method is required to 
detect smaller foci. Particularly in evaluating the 
extensive retroperitoneal space is a simple and de- 
pendable method needed. 

This problem has been partially overcome through 
the use of contrast visualization of the superior and 
inferior venae cavae. These studies have been in- 
cluded in the routine examination of all lymphoma 
cases seen in the past two years at U. S. Naval 
Hospital, St. Albans, N. Y., and have been found to 
be of significant value in formulating a plan of 
therapy and evaluating the results. 

Technique 

The inferior vena cavagram is performed by the 
injection of 30 cc. of a 50% solution of sodium 
diatrizoate (Hypaque) through a 17-gauge needle 


From the Department of Radiology, U.S. Naval Hospital, St. Al- 
bans, N. Y. 


and 
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inserted percutaneously into the right femoral vein. 
The left femoral vein is occluded during the injec- 
tion. A transabdominal lateral film is obtained with 
the first injection. A second injection for the antero- 
posterior film demonstrates the urinary tracts and 
the inferior vena cava, permitting better evaluation 
of the retroperitoneal space. Further details of this 
technique have been described in another publi- 
cation.” 

The superior vena cavagram is performed by in- 
jecting 30 cc. of a 50% solution of sodium dia- 
trizoate as rapidly as possible into an antecubital 
vein through an 18-gauge needle. A single supine 
film of the chest is exposed at the end of injection 
by means of a Bucky grid technique. A second film 
is exposed after a six-second delay to further evalu- 
ate the extent of obstruction and collateral circula- 
tion. Serial filming is of value in selected cases. 
Pyelograms are obtained as part of the examination. 

Both procedures can be performed on an out- 
patient basis and require neither premedication nor 
general anesthesia. There has been no significant 
morbidity in over 200 examinations. 


Comment 


Forty cases of lymphoma have been studied by 
these techniques in addition to the routine exami- 
nations (see figure). In one-fourth of the cases 
unsuspected retroperitoneal involvement was dem- 
onstrated. In other cases the extent of known intra- 
abdominal or retroperitoneal disease was shown to 
be greater than suspected. In cases of cervicomedi- 
astinal lymphoma the inferior vena cavagram may 
confirm the absence of significant abdominal dis- 
ease and therefore suggest more intensive regional 
radiotherapy. The superior vena cavagram occa- 
sionally demonstrated more severe encroachment 
on the superior vena cava than was suspected by 
routine roentgenograms and venous pressures. In 
these cases the study indicated the need for greater 
caution in the initial administration of radiotherapy 
to minimize the risk of sudden complete obstruc- 
tion. 

The comparison of post-therapy vena cavagrams 
with the initial abnormal studies permits an objec- 
tive evaluation of the results of treatment. Interval 
vena cavagrams allow early detection of deep-seated 
recurrences and should be a routine part of follow- 
up examinations. The normal vena cavagrams are 


A, normal inferior vena cavagram. Note widening of vena cava at level of renal pedicle. B, posteroanterior roentgeno- 
grams of chest in patient with mediastinal, hilar, and parenchymal involvement by reticulum cell sarcoma; no clinical 
evidence of intra-abdominal disease. C, inferior vena cavagram of same patient with encroachment on and lateral dis- 
placement of this thin-walled structure by large retroperitoneal mass at L-1-L-2 level; lateral view illustrates anterior dis- 
placement. Large right inguinal and femoral mass of nodes seen on physical examination of patient given histological 
diagnosis of lymphosarcoma; small left inguinal and left cervical nodes were present, but no abdominal or pelvic disease 
could be palpated. Inferior vena cava (D) is markedly displaced to left by large mass extending superiorly to L-3. Bladder 
and right ureter are also displaced in pelvis. After radiation therapy (E and F), normal anatomic relationships of these 
structures are noted. G, superior vena cavagram of patient given diagnosis of Hodgkins’ disease by scalene node biopsy 
revealed complete obstruction of left innominate vein with obvious collateral circulation. Note large mediastinal and 
left hilar mass. In view of normal inferior vena cavagram and absence of periphera! lymphadenopathy, intensive regional 
radiotherapy was elected. After 3,500 r to mediastinum, repeat superior vena cavagram (H) revealed slight alteration in 
course of left innominate vein which was now patent. Note absence of collaterals and disappearance of mediastinal mass. 
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equally important. Subsequent alterations from the 
normal indicate new sites of disease which can be 
treated before massive involvement has occurred. 
Summary 

The management of lymphoma patients requires 
a knowledge of the complete extent of involvement, 
which can be obtained by the use of a simplified 
technique of visualizing the superior and inferior 
venae cavae. Studies have proved themselves  in- 
valuable in the detection of deep-seated disease and 
in the planning and evaluation of therapy. 
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The views expressed are those of the authors and do not 
necessarily represent the views of the Bureau of Medicine 
and Surgery, Navy Department. 
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PHANTOM RECTUM-—AID IN TEACHING DISEASES OF THE PROSTATE 


Sidney R. Weinberg, M.D. 
and 


John Hart, Brooklyn, N. Y. 


The prostate gland is a deep-seated organ, the 
spatial relationships of which are complex and 
difficult to comprehend. Furthermore, the gland 
cannot be visualized in patients but can only be 
palpated through the rectum. This examination is 
unpleasant at best and can be traumatic if improp- 
erly performed. The student must be prepared to 
do rectal examinations properly and efficiently. 

In order to orient the student as to the shape, 
size, and consistency of the prostate, a teaching aid, 
a phantom rectum, has been devised to provide 
models of the normal prostate and those altered by 
disease that can be palpated. These would be avail- 
able at all times to the medical students as it is 
often impossible to have access to patients whose 
prostates have the pathological alterations that are 
under discussion. 

Through the kindness of Dr. B. G. Clark we re- 
ceived casts of the normal and diseased prostate 
made directly from clinic specimens and_ trans- 
posed into plaster.’ From these molds resilient 
copies were prepared from a plastic material, the 
consistency of which is similar to that of the pros- 
tate gland. The material used is called Plastiflex. 
It is a rubber-like, hot melt, casting compound, 
dispensed as a powder. The powder was put in an 
open pan and placed in an oven to a controlled heat 
of 350 to 360 F until it melted. The mixture was 
then stirred thoroughly and poured into contrast 
plaster molds that had been previously prepared 
and waxed. As the material hardened, a rubber-like 
resilient cast of the prostate formed. 


From the Department of Surgery (Urology) (Dr. Weinberg) and 
the Office of Maintenance and Engineering (Mr. Hart), State Univer- 
sity of New York Downstate Medical Center. 


The finished models were then placed into the 
base of a hinged box with a window cut into its 
face. This opening was filled with a perforated 
rubber diaphragm (see figure). The perforations 
were made to allow students to examine each mold 
separately with an examining finger and so simulate 
rectal examination of the prostate. The models in- 
clude that of the normal prostate, a prostate that 
was moderately hypertrophied, a prostate greatly 
hypertrophied, a prostate altered by tuberculous 
infection, a prostate with a single malignant nodule, 
and a model of a prostate that was extensively 


Top, front view of closed phantom rectum, Bottom, models 
of normal and diseased prostates placed in phantom rectum. 


altered by carcinoma. In order to simulate the 
so-called stony feel of a prostate with extensive 
malignancy, this model was prepared from a con- 
trast mold of Plastiflex and the original mold dupli- 
cated in plaster. 
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In our first attempt we merely secured the models 
to the floor of the box by an adhesive, but found 
that the probing fingers of the students soon 
loosened the models. Therefore we made a new set 
of models in which all the molds were held together 
by strips of Plastiflex and nails were placed through 
the intervening strips of the plastic to the floor of 
the box. With this preparation the models remained 
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in place. We have used these models throughout 
the teaching year. The students and instructors in 
the department feel that they are worth the efforts 
extended. 
450 Clarkson Ave. (3) (Dr. Weinberg). 
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TREATMENT OF CHRONIC PELVIC 


INFLAMMATORY 


DISEASE WITH MICROWAVES (RADAR) 


Alan Rubin, M.D., Philadelphia 


The basic treatment of pelvic inflammatory dis- 
ease, except for the use of antibiotics, has under- 
gone but little alteration since 1857, when Bernutz 
und Goupil first correctly described the pathology 
of the disease and gave recommendations for 
therapy.' They suggested treatment by bed rest, 
laudanum, and the administration of pelvic heat 
by baths and poultices. At present, diathermy is 
often employed to produce the pelvic heating, since 
it is thought to give better penetration of heat than 
hydrotherapy techniques. 

After World War II, and the release of previously 
secret information on radar, microwaves (radar, 
ultra-high-frequency electromagnetic waves of ex- 
tremely short length) began to be used instead of 
conventional diathermy for the treatment of many 
conditions.“ Among the reported advantages of 
microwave therapy over conventional diathermy are 
(1) a better ratio of cutaneous to deeper tissue 
temperatures, (2) better control of the area of 
application, and (3) absence of the danger of elec- 
tric arcs.” Consideration of the physical character- 
istics of microwaves and the dielectric constants 
and heat loss tangents of the type of tissues involved 
suggested that microwaves might be valuable in 
the treatment of chronic pelvic inflammatory dis- 
ease. Therefore, microwave therapy has been used 
855 times in 165 women with the diagnosis of this 
disease. 

Procedure 


One hundred sixty-five patients suffering from 
chronic pelvic inflammatory disease served as sub- 
jects. The duration of their symptoms ranged from 
three months to eight years. One hundred forty 
(85%) had previously had one or more types of 
therapy, such as antibiotics, sulfonamides, hot 
douches, or Elliott treatments. A total of 855 micro- 


From the Gynecean Hospital Institute for Gynecologic Research and 
the Department of Obstetrics and Gynecology, School of Medicine and 
Hospital, University of Pennsylvania. 


wave exposures were given. The clinical course of 
the patients was followed by the physicians serving 
in the gynecology outpatient section. To avoid bias 
in the evaluation of the therapy, neither the patients 
nor the gynecologists were aware of the fact that a 
special type of treatment was being employed. 

Members of the department of physical medicine 
administered the microwave therapy. The apparatus 
has a continuous-wave, oscillating, air-cooled mag- 
netron tube, producing energy at a frequency of 
2,450 me. per second (wave length, 12.25 cm.) 
and providing a maximum output of 125 watts. The 
energy is radiated to the body by a hemispherical 
director 6 in. in diameter. The director was fixed 
3 in. from the skin. Eighty per cent (approximately 
100 watts ) of the maximum output of the machine 
was directed over the patient’s exposed suprapubic 
region for 15 minutes. Three treatments a week 
for four weeks, excluding the period of menstrua- 
tion, was planned as minimum therapy. 


Results 


One hundred sixty-five women received a total 
of 855 microwave exposures. The technique of ap- 
plication proved simple. It usually required less 
than two minutes to position the patient and ma- 
chine and set the instrument in operation. There 
were no skin burns or instances where the patient 
complained of uncomfortable heating effects. 

Two patients reported exacerbations of symptoms 
after therapy. Each experienced an increase in ab- 
dominal pain shortly after treatment—in one subject 
this was after the initial exposure and the other 
after the second. The therapy of both was dis- 
continued for several weeks. The first patient had 
an inflammatory adnexal mass 10 cm. in diameter 
before the institution of treatment. This gradually 
diminished in size and was no longer palpable after 
her 13th exposure to microwaves. She became 
pregnant three months later, and a normal infant 
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was born at term. The second patient's therapy was 
resumed after three weeks. She received eight 
more treatments, at the end of which time she was 
completely free of pain and her pelvic induration 
had disappeared. 

Two patients reported a marked increase in 
menstrual flow during the course of treatment. In 
addition to the patient mentioned above, one other 
became pregnant shortly after completing therapy. 
She was delivered at term of a normal infant. 

The degree of pain relief and resolution of pelvic 
pathology were evaluated in 72 women who re- 
ceived four or more treatments and in whom 
follow-up studies could be done for 2 to 18 months 
after therapy. Fifty-six per cent of the 72 patients 
experienced marked relief of pain. Eleven per cent 
were moderately improved. Fourteen per cent re- 
ported slight improvement. Fifteen per cent experi- 
enced no improvement, while 4% considered them- 
selves worse. 

Forty-four per cent of the patients were found 
to be markedly improved on pelvic examination; 
32% were thought to be moderately improved; and 
the pelvic condition of 24% was unchanged. 


Comment 


Exacerbations of pelvic pain are sometimes en- 
countered when conventional diathermy is used 
in the treatment of chronic pelvic inflammatory 
disease. Two of the 165 patients in this series who 
received microwave therapy reported such an in- 
crease in pain. Moreover, microwaves were given in 
several instances in which the disease might have 
been considered subacute. For example, two pa- 
tients who were hospitalized because of a severe 
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exacerbation of their pelvic inflammatory disease 
were started on microwave therapy while still in 
the hospital. Each had been afebrile for only five 
days before the microwave treatments were begun. 
Pain, tenderness, and adnexal masses were still 
significant features of their illness. Both showed 
considerable resolution of the pelvic findings within 
less than a week, after bed rest and antibiotics had 
failed to result in further improvement. 


Summary 


One hundred sixty-five women suffering from 
chronic pelvic inflammatory disease received 855 
microwave treatments. The technique of applica- 
tion was simple. There were no skin burns. Possible 
harmful effects included an exacerbation of pain 
during therapy in 2 of the 165 patients and an in- 
crease in menstrual flow in 2. 

Seventy-two of the patients who were given four 
or more treatments were given follow-up examina- 
tions for 2 to 18 months after therapy. In this group, 
pelvic pain was markedly decreased in 56% and 
moderately decreased in 11%. Four per cent thought 
they were made worse. Symptomatic relief, in gen- 
eral, paralleled the degree of resolution of pelvic 
masses and induration. 

255 S. 17th St. (3). 

The microwave apparatus used in this study was supplied 
by Raytheon Manufacturing Company, Waltham, Mass. 

References 

1. Graham, H.: Eternal Eve: History of Gynecology and 
Obstetrics, New York, Doubleday & Company, 1951. 

2. Krusen, F. H.: Medical Applications of Microwave Dia- 
thermy: Laboratory and Clinical Studies, Proc. Roy. Soc. 
Med. 438:641-658 ( Aug.) 1950. 


NEW TYPE OF DISPOSABLE MINIATURE ENEMA 


Philip L. Aries, M.D., Chicago 


A new type of disposable pediatric enema which 
has proved to be safe, effective, and easy to handle 
is of interest to the practicing pediatrician and gen- 
eral practitioner, particularly since it has caused no 
undesirable side-effects. This advance in the ad- 
ministration of enemas to children became possible 
as the result of the development of a plastic device 
which is discarded after a single use. The mecha- 
nism of action of this enema is similar to that of 
the time-tested glycerin suppository, that is, de- 


Professor of Pediatrics, Chicago Medical School, and Attending 
Pediatrician, Mt. Sinai Hospital. 


hydration and sensory irritation of the lower in- 
testine without the production of distention. I have 
found the product to be more efficient and simple 
to manipulate than the glycerin suppository. 

In general, one might feel that a glycerin sup- 
pository was a more desirable form of medication 
than the conventional enema or a laxative given by 
mouth because it empties the lower intestine more 
rapidly and with greater speed and safety. These 
factors are important, particularly before operation, 
when the diagnosis may be in question, as well as 
postoperatively. 
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However, this study has shown that the new min- 
iature enema has advantages over the suppository 
and the conventional enema. The new enema con- 
sists of a small plastic reservoir 1.5 in. (3.75 cm.) 
long containing 1 cc. of fluid. The medication is 
composed of a stearate in an aqueous glycerinated 
detergent base. Incorporated in the reservoir is a 
flexible plastic nozzle 2 in. (5 cm.) long which has a 
stopper that must be removed before the nozzle is 
inserted in the rectum. It is best to lubricate the noz- 
zle with a drop of the contents before introducing 
it. After introduction the contents of the plastic 
reservoir are squeezed through the nozzle into the 
rectum. The appliance is then discarded. The form- 
ula of the liquid used follows the composition of the 
U. S. P. formula for a glycerin suppository: infant 
size, 2 cc. of glycerin, 0.1 cc. of water, and 0.15 Gm. 
of potassium stearate; adult size, 3 cc. of glycerin, 
0.2 cc. of water, and 0.25 Gm. of potassium stearate. 

This enema, dispensed in the plastic container 
described, was used in a series of 20 cases in which 
it was desirable for the patient to have an intestinal 
evacuation. Nineteen of the patients were children 
ranging in age from 9 months to 9 years. One adult, 
a student nurse, is included in the group. 

A 15-month-old baby given a barium enema for 
diagnostic x-ray study of the colon had still not 
moved its bowels two days later and had the ab- 
dominal discomfort associated with this. Adminis- 
tration of the enema produced a prompt and satis- 
factory stool elimination. Another child had a bowel 
movement five minutes after the disposable enema 
was administered, although he had no results from 
a saline enema. 

The new enema was used with satisfactory re- 
sults and caused the patient no discomfort in the 
case of a 5-year-old boy three days after an appen- 
dectomy during which time he had passed no stool. 
He had an adequate evacuation 10 minutes after 
the enema was given. The nurse reported that this 
new procedure was more satisfactory than the ad- 
ministration of the conventional enema. 

A 26-month-old child, chronically constipated, was 
given this type of enema every day or two along 
with an orally administered stool softener in order 
to initiate a toilet training program. The child had a 
bowelmovement five minutes afterthe enema was ad- 
ministered. The procedure was beneficial as an aux- 
iliary measure in the psychological approach to the 
situation. The enemas gave the child no discomfort. 

Nurses and parents commented on the ease of ad- 
ministration of this new enema technique. It is not 
necessary to use the finger or such aids as a ther- 
mometer in order to insert the nozzle into the rec- 
tum, as is frequently required when a glycerin sup- 
pository is used. The mothers who administered 
the treatment in 7 of the 20 cases, when questioned 
as to how they thought their children responded, 
in each instance expressed a favorable opinion. 
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The student nurse used the enema when it was 
necessary to obtain a fresh stool specimen for bac- 
teriological study and, in this instance, a satisfactory 
bowel movement was obtained within 15 minutes. 
She reported that the enema produced a mild burn- 
ing sensation, a discomfort which she also experi- 
enced when using a glycerin suppository. However, 
she had less of this discomfort and it did not con- 
tinue for as long a time when the disposable enema 
was used as it did when the glycerin suppository 
was used. In addition, it stopped when the intes- 
tine was evacuated about 15 minutes after the 
enema was given. The enema was also used for 
the same purpose in the case of a 4-year-old child. 
This boy had had no bowel movement for a 24-hour 
period while in the hospital, and an evacuation was 
obtained 30 minutes after the disposable enema was 
used. The stool specimens obtained for the labora- 
tory are free of the large amount of water present 
when a conventional enema is used for the same 
purpose. 

Most of the children were too young to express 
their reactions to the treatment. Some of the older 
children offered the opinion that the enema caused 
no discomfort. None of the children were objective- 
ly disturbed and none registered any type of com- 
plaint. 

The nurse who gave the enemas to the 13 hos- 
pitalized patients found the results to be satisfac- 
tory in each instance. Another nurse reported that 
a 4-year-old child suffering from chronic constipa- 
tion, who fought when given a conventional enema, 
accepted the disposable enema with no resistance. 

Personally, I found this type of enema gave good 
results in each of the 20 patients to whom it was 
given. The application of the new device is more 
convenient than that of a suppository. This minia- 
ture enema was also more effective than the sup- 
pository and in most instances preferable to the con- 
ventional enema. No patient had any untoward 
results from the use of this enema. There was no 
evidence of irritation or cramping. No seepage of 
the medication was noted. 


Summary 


A new simple plastic device for administering an 
enema was used for 19 children and 1 adult. The 
principle is the same as for the time-proved glycer- 
in suppository. This miniature enema is more ef- 
fective and easier to handle than suppositories, and 
in most cases preferable to large enemas. No un- 
toward effects followed its use. 


3952 W. Jackson Blvd. (24). 


This study was conducted under a grant from the New 
Drug Institute, New York City, on behalf of Wampole Lab- 
oratories, Stamford, Conn., who supplied the plastic device 
for administering an enema under the name of Rectalad 
Enema. 
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THE ETIOLOGY OF OSTEOPOROSIS 
GUEST EDITORIAL 
Marshall R. Urist, M.D. 


STEOPOROSIS, the most common dis- 
order of the skeletal system, occurring 
chiefly in elderly persons, means literally 
an increased porosity of bone. This is 
to say that it refers to a decrease in the hard por- 
tions of bone substance in favor of a relative in- 
crease in the soft portions. It is commonly recog- 
nized as the end-result of loss in mass of the bones, 
ordinarily without any change in their volume or 
external configuration until pressures from without 
bring about collapse of the structures weakened 
from within. 

The diagnosis of osteoporosis is usually based on 
radiographic evidence of collapsed vertebrae, ex- 
panded intervertebral disks, and thinning of the 
cortex of the bones. Attention is frequently called 
to. the condition by the pain and deformity incident 
to collapse of the vertebral bodies, or to pathologi- 
cal fractures in the spine; routine laboratory pro- 
cedures give little information. 

The pathogenesis of this disorder is a subject of 
intensive investigation. It has been attributed to 
mineral, vitamin, and endocrine deficiencies, or to 
a combination of these. Because few, if any, patients 
have been cured by attempts to correct any such 
deficiencies, there is now a tendency to regard the 
majority of cases, rather than the exceptional ones, 
as idiopathic. Patients with this condition are most 
commonly found on orthopedic wards. About 76% 
of our series of patients with fracture of the hip had 
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collapsed vertebrae and osteoporosis. Loss of height, 
backache, and deformity are generally regarded by 
these patients as natural infirmities of old age. It is 
now clear that these symptoms are due specifically 
to osteoporosis and not aging per se. 

At a symposium’ in Philadelphia (Lankenau 
Hospital Conference), Oct. 30-31, 1955, on Bone as 
a Tissue, investigators from the United States and 
abroad discussed recent advances and the future 
course for research on osteoporosis. Nordin of Scot- 
land suggested that osteoporosis must result from 
negative calcium balance and that calcium de- 
ficiency, either low intake or malabsorption or 
hyperecalciuria, was the chief cause. Whedon of 
Bethesda, Md., observed that osteoporosis of disuse 
in paraplegics may involve neuroendocrine factors 
of unknown nature. I have reported that patients 
with severe senile osteoporosis and those of com- 
parable age without osteoporosis have the same 
endocrine disorders, the same levels of production 
of protein, 17-ketosteroids, 11-oxv-17-hydroxvycorti- 
costeroids, and alkaline phosphatase, and the same 
urinary excretion patterns of the adrenal or gonadal 
hormones. There is also approximately the same 
dietary intake of calcium, vitamins, and protein in 
the two groups. Smith of Detroit discussed data to 
corroborate my findings but also, at the same time, 
data to support Nordin’s thesis in that he finds that 
the persons with osteoporosis had a lower average 
calcium intake than persons without osteoporosis. 
Reifenstein of New York suggested that, while the 
low-gonadal-normal-corticoid hormone imbalance of 
old age occurs in persons with osteoporosis and 
those without osteoporosis, it is one factor, though 
not the only one, that is generally found in the 
background of this disorder. 

The nutrition of calcium appears to be a second- 
ary factor insofar as low calcium intake or mal- 
absorption may accentuate the disorder in persons 
who are susceptible to osteoporosis. Normally, the 
body has the capacity to adapt to low calcium in- 
take in two to eight months, and some persons are 
able to make up previous losses of calcium even 
while they are still on a low calcium diet. Intakes as 
low as 100 to 200 mg. per day are adequate for 
equilibrium in some instances.” However, such low 
levels of calcium intake have been found in many 
persons with senile osteoporosis. When the level of 
calcium in the diet is increased to 900 mg. per day, 
the patients can retain calcium, but evidence of res- 
toration of bone density from such treatment is lack- 
ing.’ Lifetime experiments with rats on adequate 
and high calcium diets show that negative calcium 
balance in old age merely indicates lower consump- 
tion of calcium than that to which the individual 
was previously accustomed. It has not been estab- 
lished that lifelong high calcium diet is any insur- 
ance against osteoporosis; it is possible that it may 
be detrimental in later life. 
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More information is needed about the normal 
progress of aging of the skeleton of persons who do 
not have collapsed vertebrae or other evidence of 
osteoporosis. The data that are available include, of 
necessity, at least 18% men and 26% women who 
have osteoporosis. Ingalls’ * collection of 6,000 hu- 
man skeletons probably includes both persons with 
osteoporosis and those without osteoporosis, but it 
seems to indicate that the human does lose bone 
weight with aging. The loss of bone mass in normal 
aging is obviously much slower than in osteoporosis. 
Whether there is a qualitative as well as quantita- 
tive difference in the structure of the bone matrix 
can be determined by measurements of the hexos- 
amine and collagen of the decalcified bone tissue. 

X-ray is the only available method of diagnosis 
of loss of bone mass or osteoporosis. Unfortunately, 
it is not sufficiently sensitive to detect osteoporosis 
before one-third of the total volume of the skeleton 
is lost. It is also disappointing that radioisotope 
techniques have not made it possible to measure 
bone volume and detect osteoporosis at an early 
stage. Radioisotopes label new deposits of bone 
mineral and reveal the rate of bone formation rather 
than the amount of bone in the body. MacDonald * 
observed that the rate of uptake of radioactive 
strontium (Sr°’) was lower in the first half-hour 
after intravenous infusions in persons with osteo- 
porosis as compared with persons without osteo- 
porosis. Nordin” administered radioactive calcium 
(Ca‘’) and observed that the uptake of the isotope 
over a period of several days was normal. Bauer,’ 
using both Sr°’ and Ca*’, found that accretion (up- 
take) was either low, normal, or high in persons 
with osteoporosis. While isotopes are as yet not 
helpful in the diagnosis of osteoporosis, they can be 
useful for excluding other conditions. 

The literature on osteoporosis includes a great 
many review articles. The majority of writers favor 
one or another of the endocrine theories rather than 
the theory of malconsumption of calcium. The en- 
docrine theories are based chiefly on metabolic 
balance studies on patients by Albright“ and his 
associates, or pupils, notably Reifenstein,’ Henne- 
man,” and Bartter,'' who up to this time have 
presented some of the best quantitative data in the 
literature. The evidence advanced in favor of the 
hormonal theory is that (1) nearly all of the causes of 
osteoporosis are endocrine disorders; (2) prolonged 
administration of cortisone and related adrenal 
cortical steroids produces osteoporosis resembling 
that seen in adrenal cortical hyperfunction (Cush- 
ing’s syndrome) in man; (3) administration of sex 
hormones to patients with postmenopausal, senile, 
or hypercorticoid osteoporosis produces calcium and 
nitrogen retention and relieves the patient of fur- 
ther fractures; and (4) administration of sex hor- 
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mones produces positive calcium and nitrogen bal- 
ance in male subjects with osteoporosis but not in 
males of comparable age without osteoporosis. The 
hormonal metabolite, present or absent, responsible 
for .osteoporosis is not vet known and need not 
necessarily be revealed by measuring hormones— 
free, bound, or conjugated—in the plasma and 
urine; in chronic disorders the active form of most 
steroid hormones is in a steady state, and blood 
levels do not disclose the level of production, or 
utilization. The literature following the works of 
Albright and his associates lists 18 causes of osteo- 
porosis; I'* have suggested that there could be one 
mechanism common to all causes, and this was the 
bone resorbing action of normal levels of produc- 
tion of Hvper- 
trophy of the adrenal cortex occurs in birds on cal- 
cium-deficient diets. Protein-deficient diets and 
starvation also produce similar adrenal cortical over- 
activity. Thus, the effects of a dietary deficiency 
would not necessarily be separable from the effects 
of hormonal, especially adrenal, regulation of cal- 
cium and bone metabolism. 

The evidence advanced against the endocrine 
theory is that (1) the majority of patients who have 
various endocrine disorders, such as ovarian insufh- 
ciency, castration, or senility, do not develop osteo- 
porosis; (2) adrenal steroids cause fractures mainly 
in persons who already have osteoporosis, are of 
an advanced age, or have a disease that predis- 
poses them to osteoporosis; (3) sex hormone treat- 
ment of patients with osteoporosis appears to be 
nonspecific, without effect on the cause of the con- 
dition, and does not restore the density of the 
bones; (4) severe osteoporosis has been observed 
in some patients living on a low calcium intake diet, 
possibly with negative calcium balances, for many 
years; and (5) osteoporotic patients found in cal- 
cium equilibrium on a low calcium intake have 
exhibited positive calcium balance when the intake 
of calcium was increased in the diet. 

A first glance at the present knowledge of osteo- 
porosis would lead to the conclusion that it results 
from a combination of circumstances: a nutritional 
(mineral, protein, or vitamin) deficiency, an endo- 
crine disorder, aging, and a sedentary existence or 
disuse. The solution to the problem, however, is 
probably not as hopeless as would be implied by 
this conclusion. The majority of patients with osteo- 
porosis have none of these known conditions except 
aging, and, furthermore, the disturbance occurs 
frequently enough in young persons to suspect that 
chronological aging is not the critical etiological 
factor. For a working hypothesis and to plan new 
experiments, I have suggested an “antiosteoporo- 
sis” factor, postulated to be present in patients who 
do not have osteoporosis and deficient or absent in 
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patients who do have osteoporosis. The concept of 
an antiosteoporosis factor seems attractive because 
this disorder occurs at the normal level of intake 
and metabolism of those nutritional and endocrine 
factors that have been measured in the diet, blood, 
and excreta.’*> An antiosteoporosis factor seems to 
be absent in patients who show negative calcium 
balance, osteoporosis, and pathological fractures 
when receiving certain doses of cortisones but 
seems to be present in persons who do not show 
negative calcium balance and osteoporosis when 
receiving the same dose of this adrenal steroid. 
Because | have found generalized body atrophy 
and small rather than large adrenal glands in pa- 
tients with severe osteoporosis, it is postulated that 
an antiosteoporosis factor may be lacking in the 
adrenal cortex or muscle, or bone itself. It is not 
unlikely that this factor may be related to the 
capacity of the person to adapt to low calcium diets. 

In addition to the above postulation, it is interest- 
ing to consider possible neuroendocrine factors, 
i. hypothalamic tract disorders stimulating 
ACTH. secretion and physiological hyperadrenal 
corticism. Although osteoporosis occurs at the nor- 
mal level of production of 17-hydroxycorticoste- 
roids, the effect of ACTH inhibitors requires inves- 
tigation. The pituitary adrenogonadal hormone 
interactions in connection with calcium and bone 
metabolism are as yet only vaguely understood. In 
birds, in which endocrine reactions are highly in- 
tensified and magnified, | have found low calcium 
diets can produce adrenal hyperplasia and hyper- 
trophy, molting, and osteoporosis at four weeks in 
the capon and hen, but only much later, if ever, in 
the rooster.'' For the present, it is reasonable to 
suppose that diet and sex, thus, are contributory 
factors and that some other unknown endocrine 
factor exists and must be found before we know the 
specific cause and the effective cure for osteoporosis. 

A large number of patients appear with a fracture 
of the hip as the presenting symptom of osteoporo- 
sis. These patients are treated on orthopedic serv- 
ices by emergency surgical measures to immobilize 
the fracture by internal fixation. In a survey of 100 
patients with fractures of the hip with an average 
age of 70, it was found that 76% had severe osteo- 
porosis of the spine. A review of 25 patients with 
nonunion demonstrated that 85% have collapsed 
vertebral bodies or osteoporosis.'* The osteoporosis 
is not the cause of failure of the fracture to heal; it 
contributes to nonunion because it reduces the cor- 
tex to a thin shell that will not withstand the pres- 
sure of nail or screw fixation. At the present time, 
because of the high percentage of poor end-results 
of fractures of the hip in osteoporotic patients, | am 
investigating the possibilities of nonantigenic bone 
implants as a substitute for metal. 
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Until the decisive research has been done, the 
treatment of osteoporosis should be regarded as 
empirical and prescribed as if it were nonspecific 
or supportive treatment. The following measures 
have been found to be of value: administration of 
1 Gm. of calcium per day in the form of nonfat 
milk, of polyvitamin preparations, including vitamin 
D, 1,000 I. U. (an average daily requirement for 
normal adults), and of sex hormones for postmeno- 
pausal or senile persons, in doses equivalent to 
either 10,000 to 30,000 1. U. of estrogen, or 6.0 to 
10.0 mg. of testosterone propionate per day, or 
both; total protein intake, not less than 1 to 2 Gm. 
per kilogram of body weight per day; and use of 
corsets to encourage ambulation and discourage 
immobilization, wheel chairs, or crutches. A cane is 
an important aid and helps maintain balance for 
street walking for older persons. So-called scatter or 
throw rugs are a menace and should be removed 
from the patient's house before rather than after the 
occurrence of a fracture of the hip. 


Investigations by the writer referred to in this communi- 
cation have been aided by grants from the Easter Seal Foun- 
dation and the Society for Crippled Children and Adults, the 
Josiah Macy, Jr. Foundation, Ayerst Laboratories, Inc., and 
the Mytinger Foundation for Medical Research. 
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ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE CLINICAL MEETING IN MINNEAPOLIS, DEC, 2-5, 1958 


(Continued from February 7, 1959 issue, page 607) 


Supplementary Reports of Council on Medical Service.— 
Supplementary reports (A-G) were presented by the Chair- 
man, Dr. Joseph D. McCarthy and referred to the Reference 
Committee on Insurance and Medical Service. 

A. Insurance and Prepayment Plans.—The Council has 
reorganized its committee structure; the activities of the 
Committee on Prepayment Medical and Hospital Service and 
the Committee on Relations with Lay Sponsored Voluntary 
Health Plans have been combined (Handbook, page 234; 
THE JouRNAL, Oct. 25, page 1100), and a new committee 
formed entitled the Committee on Insurance and Prepayment 
Plans under the chairmanship of Dr. Cariton E. Wertz, New 
York. The committee plans to study insurance problems in 
the following fields: Blue Shield, private carrier health in- 
surance, life insurance, disability insurance, professional 
liability insurance, Blue Cross, and consumer sponsored 
plans; consultants have been selected in each of these fields. 
Pamphlets will be sent to physicians from time to time to 
supply information in the aforementioned and other fields 
involved in the practice of medicine. “Buyer's Guides” to in- 
form the public in analyzing the merits of available health 
insurance programs will be sent to physicians for their pa- 
tients. Other activities under way are the improvement of 
liaison with all recognized representatives in the field of 
insurance, and a study of excessive utilization of hospital 
facilities. A basic statement entitled, “Let’s Use, Not Abuse,” 
was agreed upon by the Council and its Committee and was 
published in the A. M. A. News. 

The Council through its former Committee on Prepayment 
Medical and Hospital Service had submitted to the House 
for its consideration at the 1958 Annual Meeting, a set of 
“Suggested Guides for Medical Society Sponsored Voluntary 
Prepayment Medical Benefit Plans.” The guides were re- 
turned to the Council for further study and report at the 
1958 Minneapolis Meeting; the Council after further con- 
sideration resubmitted the suggested guides in the same form 
as originally proposed in June, and recommended that they 
be approved by the House. 

The Reference Committee was particularly impressed with 
the high caliber of the membership of the new Committee 
on Insurance and Prepayment Plans, seemingly a wise move 
to assure broad representation on this new committee. With 
respect to the projected study of excessive utilization of 
hospital facilities, the committee stated that much criticism 
is being leveled against physicians, patients and other parties 
on this score. 

With reference to the “Suggested Guides for Medical 
Society Sponsored Voluntary Prepayment Medical Benefit 
Plans,” the Reference Committee pointed out that the wel- 
fare of the patient is paramount in the physician-patient 
relationship and is best enhanced by sponsorship of a volun- 
tary prepayment medical benefit plan by a county or state 
medical association. The Reference Committee reviewed the 
ten suggested guides and recommended their adoption. 

B. Activities in Reference to Aging and the Aged.—The 
report covered the AMA Planning Conference for Medical 
Society Action in the Field of Aging which was held in 
Chicago on Sept. 13-14, 1958. Agreement was reached on 
three important concepts: (1) Medicine has a major respon- 


sibility to provide effective leadership in meeting the special 
needs of the aged; (2) a coordinated approach to be used, 
utilizing state and county groups interested in this problem; 
and (3) any effort to break up the family into groups should 
be resisted; the aged should not be isolated. 

In June, 1958, the House of Delegates adopted a resolu- 
tion (No. 7, Ohio Delegation) which called for immediate 
steps to confer with voluntary health insuring agencies and 
organizations on the feasibility of offering a contract which 
will provide (1) medical and hospital coverage for those 
beyond the age of 65, and (2) a method whereby the in- 
sured may secure paid-up coverage for life through the pay- 
ment of necessary premiums prior to attaining the age of 
65 vears. The resolution was referred to the Board of Trus- 
tees for proper implementation; the Board subsequently. re- 
ferred it to the Council on Medical Service. 

The Council pointed out that this is not a new problem. 
It has continued to follow efforts and encourage experimen- 
tation in the development of programs designed to assist 
retired persons in financing their health care; it has con- 
ferred with representatives of Blue Shield, Blue Cross and 
private insurance carriers. In addition to the special efforts 
of insuring organizations, employers, Foundations, etc., there 
are also the activities of other groups that increase the avail- 
ability of health insurance for those who are retired as well 
as for those who are age 65 and over. 

The Council stated that it will continue to keep informed 
on all developments, will seek to encourage them, and will 
report to the House of Delegates, the profession and the 
public through the A. M. A. Communications Division. 

The Reference Committee stated that it was encouraging 
to learn that 65% of Blue Shield Plans impose no age limit 
on initial enrollment, making it possible for individuals over 
65 to purchase coverage; that Blue Shield Medical Care 
Plans presently has a special committee studying several 
distinct approaches to this problem, and that many private 
insurance Companies are also removing the 65 year age limit 
for benefits. The opinion was expressed that in the near 
future there will be a substantial increase in the number of 
Blue Shield Plans with no age limitation on an initial non- 
group enrollment. 

The Reference Committee commended the Council and 
its Committee on Aging for the exhibit on aging, the health 
appraisal form, and the publication, “Medicine’s Blueprint 
for the New Era of Aging,” and on their thorough and com- 
prehensive report. 

C. Federal Medical Services.—The following topics were 
covered in this report: (1) Medicare; (2) Free Choice of 
Physicians by Federal Employees, and (3) Veterans’ Medi- 
cal Care. 

(1) Medicare: Following the 1958 Annual Meeting, the 
Board of Trustees delegated to the Council on Medical 
Service the responsibilities for the Association’s activities 
relating to Medicare. Since June, 1958, the Medicare pro- 
gram has been curtailed in two respects: (a) restriction of 
freedom of choice between military and civilian facilities by 
channeling more dependents into military facilities in order 
to reduce the cost of the program, and (b) elimination of 
several categories of treatment. 
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Constituent associations have evinced varying reactions 
since the curtailment of the program. In general, the associa- 
tions have agreed to give the restricted program a fair trial. 
Aware that this program is of concern to practicing physi- 
cians, the Committee on Federal Medical Services sponsored 
a one day conference in Minneapolis on Dec. 1, 1958, to 
which representatives of all constituent associations were 
invited; a substantial portion of the program was devoted 
to Medicare. 

(2) Free Choice of Physicians by Federal Employees: 
The House of Delegates at its June, 1957 meeting adopted 
a resolution (No. 4) on “Free Choice of Physicians by Fed- 
eral Employees” calling specifically for changes in the Fed- 
eral Employees’ Compensation Act. The resolution was re- 
ferred to the Council on Medical Service for whatever action 
it deemed necessary. 

After thorough discussion of the factors involved by the 
Committee on Federal Medical Services, the Council voted 
to refer the resolution to the newly established Committee 
on Workmen's Compensation of the Council on Industrial 
Health as the most appropriate group to implement its 
recommendations. The Council suggested to that Committee 
that it give serious consideration to reccomending to the 
Board of Trustees that it work through the Committee on 
Legislation to introduce and actively support amendments 
to the three federally administered workmen’s compensation 
laws to carry out the mandates of the House. 

(3) Veterans’ Medical Care: The House of Delegates at 
the June, 1958 meeting adopted a resolution (No. 30) which 
urged congressional action restrict hospitalization ot 
veterans at VA _ hospitals to those with service-connected 
disabilities and recommended suggesting to the Dean’s com- 
mittees that they restrict their activities to Veterans Ad- 
ministration hospitals admitting only patients with service- 
connected disabilities. The Council stated that this does not 
change the A. M. A. policy on veterans’ care, but does suggest 
a further implementation of that policy through the sugges- 
tion to the Dean’s committees. The Dean’s committee resi- 
dency and internship programs were inaugurated over a 
decade ago with the cooperation of the medical profession, 
the objective at that time being to raise the standards of 
medical care for a large number of injured veterans return- 
ing from World War Il. This objective has been achieved 
and now the VA teaching program is in competition with 
non-federal medical facilities. The full potential of this trend 
needs to be explored to determine what its effect is and will 
be on residency programs in non-federal hospitals. 

As one step in exploring means of implementing this 
resolution, the Committee on Federal Medical Services also 
devoted a portion of its Dec. 1 conference to a discussion 
of the question, “Are Education and Research Essential to 
Veterans’ Medical Care?” A report on this meeting will be 
published in the near future. 

The Council believed that this is the appropriate time to 
implement the public education campaign regarding the 
AMA policy on veterans’ medical care; three leaflets have 
been published to date with the assistance of the AMA 
Communications Division. 

The Reference Committee studied thoroughly the reasons 
given for the recent curtailment of the Medicare program. 
(1). The committee took due notice of these changes, and 
regretted the substitution of federal facilities for private care 
in the areas mentioned. The committee urged that the As- 
sociation encourage the re-establishment of services under 
the free choice principle to accomplish the original intent 
of the act. 

The Reference Committee was in agreement with the 
referral of the resolution (2) to the Committee on Work- 
men’s Compensation of the Council on Industrial Health for 
implementation. 

The Reference Committee agreed that hospitalization in 
VA hospitals (3) should be restricted to those with service- 
connected disabilities. It drew particular attention to the 
statement “now the VA teaching program is in competition 
with non-federal facilities. The full potential of this trend 
needs to be explored to determine what its effect is and will 
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be on residency programs in non-federal hospitals.” The 
Reference Committee believed that this problem deserves 
further study by the Council on Medical Education and 
Hospitals and the Council on Medical Service. 

The Reference Committee heartily endorsed the public 
education campaign recently instituted by the Council on 
Medical Service in regard to the AMA policy on veterans’ 
medical care. 

D. Medical and Related Facilities.—In accordance with 
the instructions of the Council on Medical Service regarding 
an action (resolution no. 55) at the June, 1958, Meeting of 
the House of Delegates, the Committee on Medical and 
Related Facilities approved an amendment to Part I of the 
policy publication entitled, “Relation of Physicians and 
Hospitals” which reads as follows: 

“Neither the medical staff nor hospital management has 
the privilege or the right to make compulsory assessments 
of members of the medical staff for building funds or to 
demand an audit of staff members’ personal financial records 
as a requisite for staff appointment.” 

The Council submitted a progress report on the Study of 
the Organizational and Professional Relationships Between 
Physicians in Private Practice and those not in Private Prac- 
tice. The three physicians groups to be included in the study 
are: (1) physicians employed full-time by official health 
agencies and other government services; (2) physicians 
employed full-time by insurance companies, industries, phar- 
maceutical houses, voluntary health agencies, and research 
foundations, and (3) physicians employed full-time in medi- 
cal schools, hospitals and other educational institutions. 

A report on the nursing home survey was made by the 
Council; staff members are visiting skilled nursing homes in 
various parts of the country to obtain information to aid in 
developing guides and standards for medical care in nursing 
homes and related facilities. 

Subsequent to an action of the House of Delegates at its 
June 1958 Meeting (resolution no. 32) the Council in- 
structed its Committee on Medical and Related Facilities to 
proceed with a study to determine whether or not the grow- 
ing practice by hospitals of encouraging staff members to 
conduct their private office practice within or adjacent to the 
hospital is a major move toward the practice of medicine by 
hospitals. Available information has been compiled. 

The Reference Committee endorsed the action of the 
Council and its Committee on Medical and Related Facilities 
regarding the adoption of a 1958 amendment to the 1951 
statement of policy on “Relation of Physicians and Hos- 
pitals.” 

The Reference Committee commended the Council for 
the study it has instituted dealing with the “Organization 
and Professional Relationships Between Physicians in Private 
Practice and Those Not in Private Practice,” and also for 
its nursing home survey. The Reference Committee urged 
the continuation of these studies as well as the continued in- 
vestigation of the apparent present trend to develop private 
office practice within or adjacent to hospitals. 

E. Third Party Conferences.—At the December, 1957, 
Meeting of the House of Delegates an action was taken 
(resolution no. 24) asking that the “appropriate committee 
or council to engage in conferences with third parties develop 
general principles and policies which may be applied in the 
relationship between third parties and the medical profes- 
sion.” A report was made to the Board of Trustees by the 
Council on Medical Service on May 18, 1958. On October 
17, 1958, the Council held the first of a series of meetings 
with “third party” representatives, which met in a mutual 
effort to seek a foundation for better understanding and 
cooperation between these “third party” mechanisms and 
the physicians serving them, and also in their relationships 
to other members of the medical profession. The Council 
believes that the attainment of the objectives of resolution 
no. 24 calls for a reassessment of some of the medical pro- 
fession’s previous policy statements and attitudes toward 
these plans, and for the recognition of those responsibilities 
which it must more actively assume in the immediate future. 
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The Council concluded as a result of this meeting that the 
bases for the observations and recommendations it made to 
the Board of Trustees prior to the 1958 Annual Session were 
well-founded and that a more realistic and positive program 
of physician information, cooperation with these third par- 
ties, plus self-discipline by the medical profession must be 
embarked upon by constituent and component societies of 
the Association if the objectives of resolution no. 24 are to 
be achieved. 

The Council is of the opinion that whatever progress is 
to be achieved in the future cannot be made by unilateral 
action—whether by the medical profession or “third parties” 
~in matters which intimately concern both groups. Problems 
and issues which have disturbed relationships in the past 
must be resolved on the basis of a mutual acceptance of 
responsibility, an understanding of the professional relation- 
ships and patient care involved, and other social and eco- 
nomic factors. The Council believes that the profession itself 
must more rigorously exercise those controls and safeguards 
which will assure the provision of good medical care at a 
cost which the public can afford. 

The Reference Committee called attention to the Council's 
emphasis on two factors: (1) The necessity for a reassess- 
ment of some of the medical profession’s previous policy 
statements and attitudes toward these plans, and (2) the 
exercise of more rigorous controls and safeguards which will 
assure the provision of good medical care at a cost which the 
public can aftord. 

The committee was in complete agreement with this 
report and recommended that the conference method 
attempting to achieve a better understanding between the 
profession and third parties be continued. 

F. Indigent Medical Care.—The Council reported that the 
Social Security Amendments of 1958 now in effect are in 
accord with the June 1958 policy reaffirmation by the House. 
It is now the prerogative of the states to determine what 
proportion of their public assistance funds shall be expended 
in money = (paid to recipient) and what portion in 
vendor payments (paid directly to physician), with no 
financial advantage of increased federal aid attached to any 
particular ratio. 

Resolution No. 4 (June 1958), calling attention to “con- 
fusion, waste and duplication” resulting from a multiplicity 
of programs for medical care of the indigent under the Social 
Security Law, was considered by the Council. The resolution 
recommended that this program be completely revised by 
Congress and that any public assistance funds for medical 
care of the indigent be “administered by a voluntary agency 
such as Blue Shield on a cost plus basis or by a specific 
agency established by the medical society of the state in 
which indigent care is rendered.” 

The Ceuncil, although in agreement with the statement 
on the confusion, waste and duplication inherent in the 
present multiplicity of programs, did not believe that this 
confusion can be eliminated by naming a single administer- 
ing agency. It felt that the first step should be basic revision 
in federal law so that appropriations for medical care for 
Public Assistance recipients may be used by the states to best 
meet their needs. Recommendations of the Council were: 
(1) That the Social Security Act be amended by Congress 
to permit states to combine the present four Public As- 
sistance medical programs into a single medical program, 
administered by a single agency and making available uni- 
formity of services to all eligible Public Assistance recipients 
in the state, and (2) that each state medical association 
give serious consideration to the use of a “voluntary agency 
such as Blue Shield” or of a “specific agency established by 
the Medical Saciety” for the administration of “any funds 
provided under the Public Assistance provisions of the Social 
Security Act for medical care of the indigent.” 

Resolution No. 47 (June 1958) criticized the current 
indigent care legislation and the provision of these services 
to “non-indigent and non-deserving persons” and called these 
acts “a relative failure of our public relations and legislative 
programs with Congress and the people at large.” It re- 
quested the appointment of a special committee to “study, 


ORGANIZATION SECTION 


anticipate, educate, and in the best interests of the people 
prepare for future legislation on this subject.” The resolution 
was approved in principle and referred to the Board of 
Trustees for study; the Board subsequently referred it to the 
Council on Medical Service for study and report to the 
House. 

The Council on Medical Service believes that the sug- 
gested aims of the resolution are already adequately served 
by existing divisions, councils, and departments of the As- 
sociation. If was repeated that public assistance is primarily 
a state program, with federal financial participation. The 
authority to determine methods and amounts of payment for 
indigent medical care services has been fully returned to the 
states. The Council, therefore, feels that, aside from its 
recommendation that the medical aspects of the four cate- 
gorical assistance programs be combined, the primary activity 
in this field is at the state and local level. The Council 
reiterated its recommendation to the House in December, 
1957, (1) that state and county societies take an active and 
organized interest in this problem which has traditionally 
been considered a responsibility of the medical profession; 
(2) that, even in those areas where the physicians prefer pro- 
viding care through their own charity to being paid from the 
welfare funds, there should be a definite program to assure 
that every needy person shall have the necessary physician's 
services to the extent available in the community; (3) that 
constituent and component medical societies establish formal 
liaison with governmental agencies concerned in the provi- 
sion of health services to the indigent in their areas, and 
through such liaison they can act in an advisory capacity to 
assure the adequacy of the health care of those who cannot 
meet the cost of such care through their own resources, and 
(4) that constituent and component indigent care commit- 
tees inform themselves regarding laws and regulations gov- 
erning determination of eligibility and examine both the 
validity of these standards and their application. 

The Reference Committee concurred in the recommenda- 
tions of the Council on Medical Service; and recommended 
that the Board of Trustees send a letter, with suitable ex- 
planation of the urgency of the problem, to each state 
medical association. 

G. Guide for Study of Perinatal Mortality and Morbidity. 
—The Committee on Maternal and Child Care submitted a 
guide as a complement to its 1957 publication entitled, 
Guide for Maternal Death Studies.” The guide is intended 
as a flexible basic program for hospitals, and state and 
county medical societies in cooperation with state and local 
health departments, in their combined efforts to reduce 
deaths and morbidity in the perinatal period. 

The Reference Committee found the report generally 
complete and well conceived. It believed, however, that 
minor changes should be made in the organization of the 
text; the changes were discussed and agreed upon with the 
chairman of the Committee on Maternal and Child Care. 
Anticipating that the changes can be made simply and 
without alteration of purpose and meaning, the Reference 
Committee recommended adoption of the report. 

H. Voluntary Health Coverage for the Aged.—The Coun- 
cil submitted statement relative to voluntary health in- 
surance or prepayment coverage tor the aged. 

The statement as approved by the Reference Committee 
is as follows: 

“For persons over 65 years of age with reduced incomes 
and very modest resources, it is necessary immediately to 
develop further the voluntary health insurance or prepay- 
ment plans in a way that would be acceptable both to the 
recipients and the medical profession. The medical pro- 
fession must continue to assert its leadership and responsi- 
bility for assuring adequate medical care for this group of 
our citizens. 

“Therefore, the Council on Medical Service recommends 
to the House of Delegates the adoption of the following 
proposal: That the American Medical Association, the con- 
stituent and component medical societies, as well as phy- 
sicians everywhere, expedite the development of an effective 


\ 
135/715 


136/716 


voluntary health insurance or prepayment program for the 
group over 65 with modest resources or low family income; 
that physicians agree to accept a level of compensation for 
medical services rendered to this group, which will permit 
the development of such insurance and prepayment plans at 
a reduced premium rate. 

“This recommendation has been studied and restudied by 
the Board of Trustees and has received its wholehearted 
endorsement.” 

The Reference Committee recommended that in order to 
effect the immediate implementation of such a program 
copies of this report be distributed to medical society 
approved plans, including Blue Shield and private insurance 
programs, requesting their cooperation. 

Committee to Study A. M. A. Objectives and Basic Pro- 
grams.—The Chairman of the Committee to Study A. M. A. 
Objectives and Basic Programs which was appointed by the 
Speaker pursuant to an action taken at the meeting of the 
House of Delegates in Philadelphia in December, 1957, sub- 
mitted its report together with two appendixes. The Commit- 
tee was requested to study four subjects: (a) redefinition of 
the central concept of A. M. A. objectives and basic programs; 
(b) placing more emphasis on scientific activities; (c) tak- 
ing the lead in creating more cohesion among. national 
medical societies; and (d) studying socioeconomic problems. 

Recommendations made by the Committee are as follows: 
(1) That the House of Delegates consider the advisability 
of amending Article I] of the Constitution by this substitu- 
tion: “The objectives of the Association are to promote the 
science and art of medicine and the betterment of public 
health, and an understanding of the socioeconomic and 
political conditions which will facilitate the attainment. of 
these objectives”; (2) That the Board of Trustees give serious 
consideration to the establishment of some more effective 
mechanism to insure continued study of the scientific activi- 
ties of the Association with the ultimate intent and purpose 
of revamping and otherwise changing them as deemed nec- 
essary; (3) That the Board of Trustees in establishing a 
mechanism for the continued study of the scientific activi- 
ties of the A. M. A. insure that the mechanism will assume 
the responsibility for establishing active liaison with each 
national medical society; (4) The establishment for a period 
of three years of a Council or Committee on Socioeconomics 
to investigate socioeconomic and related problems with 
which the Association is likely to be confronted in future 
vears; (5) That the Board of Trustees give serious con- 
sideration to opening the publications of the Association to 
a ‘free and open discussion of socioeconomic problems ap- 
plicable to medicine; and (6) That the Committee should 
be discharged. 

The Reference Committee on Miscellaneous Business in- 
dicated that it spent an unusual amount of time in studying 
this report and listening to the tree discussion in open 
session; that the tremendous interest manifested by the 
respondents to the questionnaires, by oral discussions in small 
groups, and by the spirited review before the reference 
committee was truly heartening, and that this report may be 
a most significant milepost in the history of the American 
Medical Association. 

With the far-reaching changes that have evolved in the 
socioeconomic and political areas of this country, the Re- 
ference Committee stated that it was logical that an or- 
ganization such as the A. M. A. can profitably take stock of 
its expressed objectives or purposes, and its basic programs 
of service and activity. The work of this Committee has 
proved that American physicians can evaluate themselves 
professionally, and as citizens, can recognize areas of needed 
improvement; can outline practical ways of maintaining the 
highest standards of health in this country, within the 
framework of private enterprise, the truly American way of 
ife. 

In a sincere desire to stimulate progress in medicine in 
every specialty and area, the A. M. A. has encouraged 
specialty societies, and it is only natural that in the mul- 
tiplicity of medical groups the stature and prestige of the 
parent organization may not be so apparent. But it is easily 
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possible for the A. M. A. to continue as the “fountain-head” 
of virile, worthwhile scientific groups, and vet sponsor such 
a bold, vigorous, constructive, logical program that its 
leadership will be recognized and respected more than ever 
before. 

Clearly the members of the A. M. A. are convinced that 
sociological and economic trends and conditions of today 
constitute an important aspect in the medical care of the 
patient and of the practice of medicine. 

The Reference Committee recommended that the first 
recommendation of this special committee (that the House 
of Delegates consider amendment of Article Il of the Con- 
stitution) be referred to the Council on Constitution and 
Bylaws. 

The Reference Committee recommended that the Board 
of Trustees establish a mechanism which will assume the 
responsibility for promoting active liaison with each national 
medical society. The intent of this liaison should be to 
explore all fields of interrelationship between the A. M. A. 
and the national medical societies. There should be an at- 
tempt to define the area of activity of each organization. 
In the scientific fields the role of the A. M. should be 
primarily that of leadership, but every endeavor should be 
made to bring about coordination of the special fields of 
scientific interest of the other national medical organizations. 

Since the Board of Trustees in Supplementary Report L 
announced a very comprehensive plan to establish and 
develop a Division of Socio-Economic Activities, the Ref- 
erence Committee felt that there is no necessity for the 
creation of a new council or committee on socio-economics. 
The House of Delegates will be informed periodically on the 
progress of this new Division of Socio-Economic Activities 
through the medium of semi-annual reports to the House 
and the regular media of publications. 

The Reference Committee approved the recommendation 
that the Board of Trustees give serious consideration to 
opening the publications of the Association to a free and 
open discussion of socio-economic problems applicable to 
medicine. Members and officers of the Association should be 
encouraged to contribute items to this section of the publi- 
cation or publications. 

The Reference Committee stated that the Committee to 
Study A. M. A. Objectives and Basic Programs has served 
faithfuliy and correctly pointed out that the assignment 
given to it by the House last December was so compre- 
hensive that no one group could be expected to cover the 
responsibilities completely, particularly in the space of a few 
months’ time. 

It was apparent to the Reference Committee that the work 
of — sis and improvement of basic programs of the 
A. M. A. will continue through the mechanisms mentioned 
in this ides The Reference Committee recommended that 
this special committee should be relieved of further respon- 
sibility, with the additional recommendation of an expression 
by the House of Delegates of deep appreciation and thanks 
for a task well done. 

Commission on Medical Care Plans.—The Chairman of the 
Commission on Medical Care Plans, appointed by the Board 
ot Trustees on Nov. 29, 1954, submitted Part I of its report 
on “Findings, Conclusions, and Recommendations.” The 
Commission was appointed to determine whether current 
medical care plans are effectively promoting (1) the highest 
quality of health services; (2) the welfare of the public and 
the medical profession, and (3) the ethical standards of the 
medical profession. Part I of the report was published as a 
supplement to the Jan. 17, 1959, issue of THe JourRNAL. A 
limited supply of copies of Part II of the report on “Statis- 
tical Appendices and Background Materials” is available for 
distribution to physicians requesting single copies. 

The Reference Committee on Insurance and Medical Serv- 
ice which considered this report indicated that the weight 
of testimony in the hearings indicated that many members 
had not had an opportunity to study the report and, there- 
fore, were unable to render an opinion. Consequently, the 
Reference Committee recommended that the report be re- 
ceived without discussion and that further action be deferred 
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until the June, 1959, Meeting of the House of Delegates. 

The Reference Committee stated that it had studied the 
Commission’s report prior to the Minneapolis Meeting; it 
respectfully suggested to the constituent associations re- 
viewing the report prior to the June, 1959, meeting that 
their attitude regarding the report will be clarified if they 
arrive at some decision in regard to the following basic 
points: 

1. Free Choice of Physician 

Acknowledging the importance of free choice of physician, 
is this concept to be considered a fundamental principle, 
incontrovertible, unalterable, and essential to good medical 
care without qualification? 

2. Closed Panel Systems 

What is or will be your attitude regarding physician 
participation in those systems of medical care which restrict 
free choice of physician? 

These suggestions acknowledge that the policy of the 
American Medical Association to encourage and support the 
highest quality of medical care for all patients remains un- 
changed. They question, however, whether attitudes toward 
the free choice of physician and the closed panel system 
may be undergoing evolutionary change. 

The Reference Committee suggested that the answers and 
other pertinent statements would be most welcome to the 
Board of Trustees and to the House of Delegates. The com- 
mittee, therefore, recommended that the Board of Trustees 
issue an invitation to the constituent associations to forward 
their replies to these questions to Dr. F. J. L. Blasingame, 
Executive Vice President, 60 days in advance of the June, 
1959, Annual Session. 

Committee on Medical Practices.—The Chairman of the 
Committee on Medical Practices submitted a report on 
relative value studies pursuant to a directive of the House 
regarding the development of such a schedule for diagnostic, 
medical, and surgical services and a program of public 
education designed to bring about a better understanding of 
all fields of medical practice. Four approaches outlined in 
its 1957 report were: (1) an approach from the point of 
view that any change in the relationship between medical 
services and surgical services must originate within the pro- 
fession itself; (2) an approach through public education; 
(3) an approach through a relative value schedule for the 
whole of the practice of medicine, and (4) an approach 
from the standpoint of costs or cost accounting. 

The House of Delegates at the time it approved the Com- 
mittee’s 1957 report also approved the recommendation that 
the term “relative value study” be used in lieu of “relative 
value schedule.” 

The Committee indicated that in the past year it has 
dealt primarily with relative value studies of medical and 
surgical services. The report commented on (1) background; 
(2) lack of relationship between benefit payment and pro- 
fessional fees; (3) that relative value studies are not fee 
schedules; (4) need for relative value studies, and (5) 
alternative methods of the study or studies. 

The Committee was of the opinion that the need for such 
a study or studies is apparent and demonstrable in the light 
of current developments. It was also of the opinion that 
unless a study or studies of this type are made in the very 
near future and adopted by the medical profession, medicine 
runs the risk of alienating public opinion and losing its 
bargaining position with other agencies, private and gov- 
ernmental, which are engaged in financing the cost of 
medical care to the American public. It stated that although 
the national and regional forms of the study possess the 
merit of achieving uniformity, the most practical and, ulti- 
mately, the most acceptable method of study might be that 
conducted in each state, with the sponsorship and leadership 
role of the state association spearheading the study. At the 
same time the Committee believes that the nomenclature, 
descriptions, and code numbers of the California Relative 
Value Study can well be accepted as a national format. 

Additionally, the Committee believes the A. M. A. should 
assist state associations wishing to undertake such studies by 
preparing basic material such as questionnaires, sampling 
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methods, and lists of procedures and code numbers and 

making this material available to these associations. Tech- 

nical assistance and guidance might also be made available 
through this Committee, its consultants, and staff. 

The Committee recommended (1) that the House of 
Delegates approve in principle the conducting of relative 
value studies by each state medical association, rather than 
a nationwide study or a series of regional studies by this 
Association; (2) that the Committee be authorized to in- 
form each state medical association, through regional or 
other meetings, of the purpose, scope, and objectives of such 
studies, the steps to be followed in conducting studies, the 
problems which may be encountered and the manner in 
which the results can be applied; and (3) that the Com- 
mittee be authorized to assist those states desiring to under- 
take relative value studies. 

The Reference Committee on Miscellaneous Business re- 
viewed this report carefully and with much interest. 

The Reference Committee was of the opinion that the 
need for a study or studies is apparent and demonstrable 
in the light of current developments, and that unless medi- 
cine undertakes this activity, it may be done by others who 
are less qualified. 

The Reference Committee concurred in the report of the 
Committee on Medical Practices and its recommendations. 
With reference to the recommendation no. 2, the Reference 
Committee stated that proper utilization should be made of 
THE JourNAL, the A. Mi. A. News and other suitable news 
media. 

The Reference Committee also recommended that the 
nomenclature descriptions and code numbers of the Cali- 
fornia Relative Value Study (almost identical with those of 
Kansas and Iowa) be accepted as a national format. 

It is to be clearly understood that this is to be used as 
a format to avoid confusion. No unit values and/or dollar 
values are to be used or suggested. 

Woman’s Auxiliary.—The Speaker referred the remarks of 
Mrs. E. Arthur Underwood, President, and the report of the 
Woman's Auxiliary as printed in the Handbook of the House 
of Delegates (see THe JourNAL, Oct. 25, 1958, pages 287- 
291) to the Reference Committee on Miscellaneous Business. 

The Reference Committee reviewed the report with sin- 
cere interest and deep appreciation. The Committee stated 
that the cooperation of the Woman's Auxiliary is tremendous 
and it is gratifying to see that in many areas of the Asso- 
ciation participation by the members of the Auviliary is 
invited and utilized; that the ladies have accomplished real 
success in promoting interest in the American Medical Edu- 
cation Foundation with very substantial money contribu- 
tions, in promoting Today's Health, and in their legislative 
efforts; that sponsorship of a Woman’s Auxiliary to the 
Student A. M. A. was significant and will bear fruit in years 
to come, and that the report indicated that “Auvxiliaries in 
Action” will bring increasingly encouraging reports. The 
Reference Committee recommended approval of the report 
with heartfelt thanks. 

Appointments.—The following appointments were made: 

Trustee: W. Linwood Ball, Richmond, Va., to succeed 
Warren Furey until June, 1959. 

Members, Committee on Medical Practice: James P. Ham- 
mond, Bennington, Vt., to succeed himself, and John S. 
DeTar, Milan, Mich., to serve in place of Andrew Bunten, 
resigned. 

Civil Defense Operations: No. 1 and 4. Resolutions were 
introduced by Dr. W. C. Kenner and Dr. Joseph D. Me- 
Carthy (No. 1) for the Nebraska State Medical Association 
and Dr. W. C. Bornemeier (No. 4) for the Illinois State 
Medical Society requesting that the American Medical As- 
sociation endorse in principle the training and employment 
of reserve Armed Forces medical units for the initial phases 
of civil defense operations. 

The Reference Committee on Medical Military Affairs 
which considered the two resolutions together, appreciated 
the thinking brought out in the resolutions, but recom- 
mended the adoption of the following substitute resolution: 
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Wuenreas, It is imperative that the present civil defense 
organization be reinforced and strengthened to make it 
capable of meeting the demands for massive medical and 
health services resulting from an enemy attack or other 
large-scale national disaster; and 

Wuereas, The reserve units of the Armed Forces are 
organizations in being which are capable of giving the type 
of service that could reinforce and strengthen the present 
civil defense effort in its initial phases without dislocating 
the defensive capability of the armed forces; and 

Wuereas, Such units would not be called and deployed 
immediately after an enemy attack; and 

Whereas, The care of noncasualties and the care of cas- 
ualties will be of prime importance as a medical activity in 
the ability of the United States to mobilize after an enemy 
attack and to initiate and sustain a counter attack which 
will determine to a large extent our ability to survive as a 
nation; theretore be it 

Resolved, That the American Medical Association take 
immediate steps to recommend that discussion with appro- 
priate federal departments be started with a view to de- 
veloping a plan whereby reserve units and individuals who 
are not immediately involved in military operations, should 
be used to supplement civil defense operations; and be it 
further 

Resolved, That a plan be developed with appropriate 
federal departments whereby reserve units be given an 
interim mission of supplementing civil defense operations 
in these initial activities: and be it further 

Resolved, That consideration be given to the formulation 
of an orderly plan for the rapid training of civilians who 
have no military obligation to fill the places of medical 
reservists; and be it further 

Resolved, That a plan be explored for the recruitment, 
training and use of former medical personnel who have no 
further military obligation so that their services may be 
utilized for civil defense purposes. 

Mastitis Tubes: No. 2.—Dr. Gilson Colby Engel, Pennsyl- 
vania, introduced a resolution requesting that the Association 
recommend to the federal government (1) that the dis- 
pensing of mastitis tubes be controlled by the same laws 
that govern the dispensing of antibiotics directly to human 
beings in order to minimize the sensitization of human 
beings to antibiotics in their milk supply, and (2) that 
antibiotics, especially those which are eflective in combat- 
ing certain antibiotic-resistant bacteria, viruses, and fungi, 
be restricted to use in human beings in order to prevent 
their sensitization to these new antibiotics through the 
consumption of dairy products. 

The Reference Committee on Hygiene, Public Health, 
and Industrial Health stated that the resolution pointed up 
a potential danger rather than a currently serious one. After 
hearing testimony from a number of witnesses, it recom- 
mended that the resolution be referred to the Council on 
Drugs for its consideration. 

Social Security Coverage for Physicians: No. 3.—Dr. 
George A. Woodhouse, Ohio, introduced an informational 
resolution on the results of a mail poll of the members of 
the Ohio State Medical Association on the question: “Should 
Physicians Be Included in the Federal Social Security 
Program?” 

The Reference Committee on Legislation and Public Re- 
lations stated that no action was necessary as the resolution 
was submitted for informational purposes. The committee 
recommended that the results of the poll be transmitted to 
the Board of Trustees for its information and for the infor- 
mation of any of the Councils or Committees of the Asso- 
ciation concerned with this matter. 

Prepaid Health Insurance: No. 5.—Drs. E. G. Chuinard 
and Archie O. Pitman, Oregon, introduced a_ resolution 
which requested that a congress on prepaid health insur- 
ance be held, at which plans would be formulated for 
offering sound and constantly improving voluntary health 
insurance to the citizens of our Nation. 
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The Reference Committee on Insurance and Medical 
Service recommended the adoption of the resolution with 
an amended resolve which reads as follows: 

Resolved, That the Council on Medical Service be author- 
ized to sponsor at the earliest practicable date a Congress 
on Prepaid Health Insurance to which all prepaid medical 
and hospital care plans shall be invited to send representa- 
tives to collaborate in formulating plans for offering sound 
and constantly improving voluntary health insurance to the 
citizens of our Nation. 

A. M. A. News: No. 6.—Dr. Eustace A. Allen, Georgia, in- 
troduced a resolution requesting that the A. M. A. House of 
Delegates at its 1958 Minneapolis Meeting, heartily approve 
and laud the purpose, content and format of the A. M. A. 
News and that the House strongly recommend the continu- 
ance of the publication under its present and established 
policies. 

The Reference Committee on Reports of Board of Trus- 
tees considered this resolution together with Supplementary 
Report H of the Board of Trustees (see page 604, THe Jour- 
NAL, Feb. 7). The committee concurred heartily with the 
views expressed in this resolution and recommended its 
adoption. 

Voluntary Health Agencies: No. 7.—Dr. Wendell C. 
Stover, Indiana, introduced a resolution requesting that the 
Association approve of local option in fund raising, con- 
sistent with the best results for the comprehensive need. 

The Reference Committee on Legislation and Public 
Relations indicated that it carefully reviewed the resolution 
and heard considerable discussion by both opponents and 
proponents. It felt that this problem is multi-faceted and 
complicated and requires further study. It therefore recom- 
mended the adoption of the following substitute resolution: 

Wuereas, The House of Delegates of the American Med- 
ical Association in June, 1958, adopted the following reso- 
lution: 

“1. That the House of Delegates reiterate its commenda- 
tion and approval of the principle of voluntary health 
agencies. 

“2. That it is the firm belief of the American Medical 
Association that these agencies should be free to conduct 
their own programs of research, public and_ professional 
education, and fund raising in their particular spheres of 
interest. 

“3. That the House of Delegates respectfully requests 
that the American Medical Research Foundation take no 
action which would endanger the constructive activities of 
the national voluntary health agencies. 

“4. That the Board of Trustees continue actively in 
studies of these perplexing problems looking forward to 
their ultimate solution.”; and 

Wuereas, There is nothing in this action that is critical 
of the United Fund, as the United Fund is not even men- 
tioned; and 

Wuereas, This action has been interpreted by some as 
disapproving the inclusion of voluntary health agencies in 
the United Fund drives; therefore be it 

Resolved, That the American Medical Association neither 
approves nor disapproves of the inclusion of voluntary 
health agencies in United Fund drives; and be it further 

Resolved, That the Board of Trustees be requested to 
arrange a top-level conference with the voluntary health 
agencies, the United Funds, and other parties interested 
in the raising of funds for health causes, with the view of 
resolving these misinterpretations and other difficulties in 
this area. 

Dr. Austin Smith: No. 8.—Dr. John Galbraith for the 
Medical Society of the State of New York introduced a 
resolution requesting (1) that the House of Delegates 
express to Dr. Smith, first, its sincere regret at his resigna- 
tion; second, its gratitude and appreciation for his long 
years of devoted, loyal and efficient service, and third, its 
best wishes to him for long life, health and happiness, and 
(2) that this resolution be included in the minutes of the 
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House and published in Tue Journat and a copy sent to 
Dr. Smith. 

The House of Delegates unanimously adopted without 
reference to committee. 

Nomination and Election of Committee Members: No. 9.— 
Dr. Henry Gibbons III for the California Medical Associa- 
tion introduced a resolution requesting the Board of Trustees 
to make known its nominations to committees elected by 
the House at the first meeting of the House of Delegates 
so that the House may become familiar with the candidates 
for whom they vote. 

The Reference Committee on Reports of Board of Trus- 
tees stated that it was informed that the Board could easily 
implement this resolution, and recommended therefore that 
it be adopted. 

Osteopathy: No. 10.—Dr. Wendell C. Stover, Indiana, 
introduced a resolution which requested the House of Dele- 
gates of the American Medical Association to recognize that 
the constituent medical associations have the right to estab- 
lish the relationship of the medical profession to the osteo- 
pathic profession within their respective states. 

The Reference Committee on Medical Education and 
Hospitals discussed the resolution at great length; it noted 
with favor that the American Osteopathic Association has 
amended its objectives as stated in its Constitution by 
deleting reference to the cultism of Andrew J. Still. How- 
ever, the committee did not believe the resolution offered 
the appropriate solution to this problem and therefore rec- 
ommended that (1) the resolution not be approved, (2) 
that the Judicial Council be requested to review the past 
pronouncements of the House of Delegates with respect. to 
osteopathy and the status of the laws of the various states 
in this regard, and (3) that the Judicial Council, if possible, 
present its report and recommendations at the next meeting 
of the House. 

Resident and Interns: No. 11.—Dr. Donovan F. Ward 
for the Iowa State Medical Society introduced a resolution 
calling to the attention of all individuals and _ institutions 
responsible for intern and resident training that medical 
services provided to patients are the responsibility of duly 
licensed attending physician staff members who are bound 
by ethical principles which preclude them from permitting 
sale of their services to patients by or on behalf of third 
parties, private or public institutions, or corporations. 

The Reference Committee on Medical Education and 
Hospitals after considerable discussion stated that (1) it 
believed that the resolution as presented could be inter- 
preted to encompass many matters not intended by the 
lowa delegation, and (2) it was apparent that many of the 
implications of the resolution are presently under study and 
consideration. Pending the results of the study, the com- 
mittee submitted a revised resolution which it believed 
fulfilled the major intent of the original resolution: 

Wuereas, It is a function of interns and residents to aid 
and assist attending physicians while learning to assume 
increasing patient care responsibility; and 

Wuereas, It is the legal and moral obligation of each 
attending physician to be responsible to his patients for 
their care when this care is shared with or administered by 
interns or residents on his behalf; and 

Wuenreas, It is a well established principle that charges 
to his patients for medical services must be billed and col- 
lected by the attending physician (or in his name by his 
agent ); therefore be it 

Resolved, That this House of Delegates call to the atten- 
tion of all individuals or institutions responsible for intern 
and resident training that medical services provided to pa- 
tients in hospitals are the responsibility of duly licensed 
physicians. They are bound by the ethical principles enunci- 
ated in the “Guides for Conduct for Physicians in Relation- 
ships with Institutions” adopted by the House of Delegates 
in December 1951, and restated and reaffirmed by the 
House of Delegates at the time of the adoption of the 
present Principles of Medical Ethics in June 1957. 
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Licensure of Paramedical Groups: No. 12.—Dr. Donovan 
F. Ward for the Iowa State Medical Society introduced a 
resolution requesting that the Association go on record op- 
posing licensure or registration of all paramedical personnel. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of the following sub- 
stitute resolution: 

Wrereas, Numerous paramedical groups now exist that 
assist physicians in diagnosing and treating patients; and 

Wuereas, There appears to be an ever increasing desire 
on the part of these paramedical groups to enhance their 
stature through various means; and 

Wuereas, Organized medicine at every level is taking 
added interest in the affairs of these paramedical groups, 
and is making a conscientious eflort to bring prestige to 
these medical assistants as evidenced by the creation of a 
special committee of the American Medical Association to 
study relations with paramedical groups and the appoint- 
ment of similar committees in many of the states; and 

Wereas, All paramedical personnel should work under 
supervision of physicians, serving as the hands of physicians 
and not as independent agents; and 

Wiereas, It is well established that the stature of para- 
medical groups can be elevated on a voluntary basis through 
self-imposed educational standards, and through other meas- 
ures as exemplified by the success of their own certifying 
boards: therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association go on record as encouraging the vol- 
untary registration of the paramedical personnel who assist 
physicians, and be it further 

Resolved, That the House of Delegates adopt a position 
of opposition to the extension of governmental licensure 
and governmental registration at this time. The Joint Com- 
mittee to Study Paramedical Areas in Relation to Medicine, 
however, is requested to immediately expand its study to 
include this phase of the problem of the relationships of 
paramedical groups to the practice of medicine. 

Council on Lusurance and Pre-Payment Plans: No. 13.— 
Drs. Kenneth C. Sawyer and Edward E. H. Munro for the 
Colorado State Medical Society introduced a resolution re- 
questing (1) that there be established a Standing Commit- 
tee of the House of Delegates, to be known as the Council 
on Insurance and Pre-Payment Plans and to be composed 
of nine members; (2) that the duties and functions of the 
Committee on Insurance and Pre-Payment Plans, the Joint 
Committee on Medical Care for Industrial Workers, the 
Commission on Medical Care plans and all other matters of 
any kind related to insurance or pre-payment plans be 
transterred to this newly created Council, and (3) that 
the Council on Constitution and Bylaws be directed to 
implement this resolution. 

The Reference Committee on Insurance and Medical 
Service indicated that it had carefully studied this resolu- 
tion and fully realized the importance of the implications 
presented. However, it believed that the newly constituted 
Committee on Insurance and Prepayment Plans of the 
Council on Medical Service is adequate and_ satisfactory. 
The Reference Committee was informed (1) that this latte 
Committee has contacts with other committees of the 
Council on Medical Service which are involved to some 
extent in insurance problems; (2) that this Committee has 
been in existence only 6 months and is planning its program 
of activity; (3) a department of medical research activities 
is to be organized which will utilize consultants as an advis- 
ory committee to review problems submitted by various de- 
partments of the A. M. A.; (4) that it is planned to utilize 
services of research organizations throughout the country 
on specific problems and that this research arm will be 
available to various committees of the A. M. A., including 
the Committee on Insurance and Prepayment Plans. The 
Reference Committee stated that because of the facts sub- 
mitted to the committee, it therefore recommended that 
this resolution be not adopted. 
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General Practitioner Award: No. 14.—Dr. L. R. Dame for 
the Massachusetts Medical Society introduced a resolution 
requesting the Association to bring to the attention of the 
Deans of Medical Schools and officers of medical societies 
the desirability of having certain General Practitioners of 
the Year as guests at meetings where students and younger 
physicians are present. 

The Reference Committee on Medical Education and 
Hospitals recommended the adoption of this resolution. 

Civil Defense and Disaster Information: No. 15.—Dr. 
Gilson C. Engel for the Medical Society of the State of 
Pennsylvania introduced a resolution urging the dedication 
of a portion of each edition of THe JourNAL and of publica- 
tions of state and county medical societies for dissemination 
of civil defense and/or disaster information. 

The Reference Committee on Reports of Board of Trus- 
tees was in agreement with the intent of the resolution, but 
recommended the adoption of the following substitute 
“Resolve”: 

Resolve, That the House of Delegates of the American 
Medical Association urge strongly that pertinent information 
relating to civil defense and/or disaster planning be dis- 
seminated in THe JourRNAL of the American Medical Associa- 
tion and in the publications of state and county medical 
societies. 

Cruelty in Maternity Wards: No. 16.—Dr. Stanley B. 
Weld, Connecticut, introduced a resolution calling attention 
to an article which appeared in the May and December, 
1958, issues of The Ladies Home Journal on “Cruelty in 
Maternity Wards”, and making several suggestions for the 
prevention of such articles in the future. 

The Reference Committee on Legislation and Public Re- 
lations did not believe that the steps outlined in this reso- 
lution would serve to undo any harmful impact that these 
articles may have had. The committee stated that it was 
aware that the situations mentioned in these articles occur 
in a very small minority of cases, and that it did not believe 
that such articles are in the public interest. However, the 
committee believed that the Division of Communications 
of the Association should place even greater emphasis on 
its program of liaison with magazine editors and free lance 
writers. The committee recommended that this increased 
emphasis be inaugurated immediately so that such articles 
may be avoided in the future to the greatest extent possible. 

Armed Forces Institute of Pathology: No. 17.—Dr. Lall 
G. Montgomery, Delegate, Section on Pathology and Physi- 
ology, introduced a resolution relative to a change of rank 
for the Director of the Armed Forces Institute of Pathology. 

The Reference Committee on Medical Military Affairs 
stated that the objective to be accomplished by this resolu- 
tion received the complete support of the military medical 
representatives and the civilian medical leaders who at- 
tended the hearings of the committee. The committee was 
of the opinion that the objectives of the resolution could 
be met by petitioning the Secretary of Defense, and recom- 
mended the adoption of the following substitute resolution: 

Wuereas, By virtue of the importance of the Armed 
Forces Institute of Pathology to both military and civilian 
medicine and more especially to Pathology in the world 
today, and in order to provide an adequate recognition of 
the responsibilities placed upon the Director of the Armed 
Forces Institute of Pathology; therefore be it 

Resolved, That the American Medical Association petition 
the Secretary of Defense to provide for General or Flag 
rank for the Director of the Armed Forces Institute of 
Pathology during his tenure of office. 

Memorial Stamp: No. 18.—Drs. W. Vinson Pierce and 
Robert Long, Kentucky, introduced a resolution requesting 
that the House of Delegates go on record as approving a 
memorial stamp commemorating the 150th anniversary of 
the first successful oophorectomy, and that it request the 
Post Office Department to issue an Ephraim McDowell- 
Jane Todd Crawford Memorial Stamp Commemorating that 
anniversary. 

The House of Delegates unanimously adopted this reso- 
lution. 
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“MD INTERNATIONAL” 


One of television's most acclaimed documen- 
taries—“MD International,” the inspiring storv of 
the work of American physicians who serve in the 
far corners of the world—will be rebroadcasted in 
color from 5 to 6 p. m. (EST) Sunday, Feb. 22, on 
the full NBC network. This film received unprece- 
dented praise from television critics, the viewing 
public, and members of the medical profession 
when it was originally presented by the American 
Medical Association and Smith Kline & French 
Laboratories in January, 1958. It sought to present 
two aspects of the work of U. S. physicians over- 
seas—their accomplishments as men of medicine, and 
their service as unofficial ambassadors of good will. 
To find these dedicated men and women, a special 
seven-man March of Medicine film crew traveled 
34,000 miles in 81 days, using every means of trans- 
portation from turbojets to Tibetan ponies. 

At the end of the odyssey, the crew brought back 
unforgettable scenes from (1) Korea, where a small 
band of American-born-and-trained women physi- 
cians and nurses—members of the Marvknoll Sisters 
—care for 1,000 patients a day in what “Stars and 
Stripes” called the world’s longest charity line; (2) 
Hong Kong, where a Chicago pathologist single- 
handedly battled native fear and superstition to 
establish a refuge for lepers; (3) Borneo, where for 
days at a time Dr. Harold Brewster, a New Yorker, 
lives with and treats the Ibans, a fierce tribe which 
once practiced head-hunting; (4) Nepal, the exotic 
little mountain kingdom between India and Tibet, 
where two American physicians practice Western 
medicine at its finest; (5) Ethiopia, where a U. S. 
Point Four mission has earned praise directly from 
Emperor Haile Selassie; and (6) India, where 
March of Medicine visited Vellore’s famed Chris- 
tian Medical College. Here, Dr. Victor Rambo 
travels trom village to village performing cataract 
operations, and Dr. Reeve H. Betts, a Boston sur- 
geon, performs the Blalock-Taussig operation for 
the tetralogy of Fallot. March of Medicine was the 
first series to receive the Albert Lasker award for 
medical journalism. “MD International” was chosen 
by the U. S. State Department to be shown at the 
Brussels World Fair. 


DIGEST OF ACTIONS OF HOUSE 
OF DELEGATES 


Because of the long felt need for a digest of the 
official actions of the A. M. A. House of Delegates 
a volume has just been compiled and is now ready 
for publication. Members of the House of Delegates, 
all agencies who have any dealings with the A. M. A., 
especially officers of state and local medical so- 
cieties, surely will need and want this book. To 
profit by the prepublication price of only $5 per 
copy orders should be placed at once with the 
Circulation and Records Department of the A. M. A. 
Further details are given in an editorial in the 
Feb. 7 issue of THE JouRNAL and in the advertising 
pages of this issue. 
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MEDICAL NEWS 


FLORIDA 


Dr. White to Give Annual Lecture.—The third 
annual Leonard G. Rowntree lecture will be given 
by Dr. Paul Dudley White Feb. 23, 8 p. m., in the 
Miami Women’s Club Auditorium, Miami. The 
lecture is sponsored by the Phi Beta Pi fraternity, 
University of Miami School of Medicine chapter. 
Dr. White's subject will be “Sudden Death in Rome 
in the Winter of 1705-06: The Life and Times of a 
Great Physician.” 


MISSOURI 

Physicians Meeting in Kansas City.—The fifth an- 

nual Missouri regional meeting of the American 

College of Physicians will be held in Kansas City 

Feb. 21 at the Nuehlebach Hotel. Dr. Dwight L. 

Wilbur, San Francisco, president of the college, 

will be the speaker at the luncheon ($3). Papers 

which include invited guest authors are as follows: 

Studies on Airway Resistance in Chronic Pulmonary Disease, 
Drs. Charles E. Andrews and William E. Ruth, Kansas 
City. 

The Effect of Tachycardia on the Hearth, Dr. Rene Wegria, 
St. Louis. 

Agglutination Tests in Rheumatoid Arthritis, Drs. Robert H. 
Ramsey, Carlo P. Caciolo, and Jack Zuckner, St. Louis. 
Specific Diabetic Vascular Lesions of the Lower Extremity, 
Drs. Sidney Goldenberg, Morris Alex, and Herman T. 

Blumenthal, St. Louis. 

Erythropoietic Stimulating Factor(s) and the Anemia ot 
Chronic Renal Disease, Drs. Neil 1. Gallagher, John M. 
McCarthy, and Robert D. Lange, St. Louis. 

Clinical Evaluation of Trimethodinium Methosulfate, Drs. 
James G. Janney Jr., Carlo P. Caciolo, $. R. V. Reddy, 
A. K. Simonidis, and George Duane, St. Louis. 


The dinner ($7.50), to which ladies and guests are 
invited, will be held at 8 p. m. 


Personal.—Don A. Livingston, Ph.D., St. Louis, has 
been appointed business manager of the Catholic 
Hospital Association of the U. S. and Canada.—— 
Dr. Robert L. Jackson, chairman, department of 
pediatrics, University of Missouri School of Medi- 
cine, Columbia, was elected president-elect of the 
Missouri Diabetes Association at a meeting of the 
association council held recently at the University 
Medical Center. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


NEW JERSEY 


Lecture on Sterilization—Irradiation.—“New Hori- 
zons in Sterilization—-Irradiation” will be the subject 
of a lecture by L. E. Gordon, Ph.D., of Ethicon, 
Inc., at the third of the 1958-59 Becton, Dickinson 
Lectures to be held Feb. 27, 4-5 p. m., in Murdoch 
Hall, Seton Hall College of Medicine and Dentistry, 
Jersey City. The lectures, established last fall under 
a grant from Becton, Dickinson and Company, 
manufacturers of medical instruments, have brought 
scientists to the Seton Hall campus to lecture on 
various sterilization techniques. The lecture will be 
open to all with a professional interest in’ the 
subject. 


Dr. Henderson Wins Book Award.—Dr. John Hen- 
derson, New Brunswick, Johnson & Johnson’s medi- 
cal director, received the “Maggie” award given 
annually to authors and publishers by the Mid- 
America Periodical Distributors Association for 
“editorial excellence.” His book, “A Parents’ Guide 
to Children’s [lnesses,” co-winner, was one of two 
awards in the category of “Arts, Crafts, How-To, 
Special Interests.” Dr. Henderson’s prize was the 
“Medallion of Merit” in the 1958 competition. The 
“Maggie” awards are designed to call public atten- 
tion to the best in periodicals and paperback books 
and to give editors and publishers additional in- 
centive to continue improving their product. 


NEW YORK 

New York City 

Mental Health Clinic for Children.—The Catholic 
Home Bureau for Dependent Children has estab- 
lished a mental health clinic for children with 
emotional problems in foster homes supervised by 
the agency, according to the Rev. G. Howard 
Moore, executive director. He announced that the 
clinic, which opened formally Jan. 5, provides psy- 
chiatric and psychological services for the more than 
1,200 children who have been placed in foster 
homes throughout the Archdiocese of New York 
and in the Long Island Dioceses. The staff of the 
new clinic includes Dr. Lois Bellinger de Alvarado, 
psychiatrist associated with the home bureau for 
more than two years; Raymond Strassburger, Ph.D., 
clinical psychologist; and Sister Benedicta of the 
Daughters of Charity, psychiatric social worker. The 
new Clinic is located at the Catholic Home Bureau's 
offices in the Catholic Charities Center, 122 E. 22nd 
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St. The agency, which also operates an adoption 
department, is one of the 36 child-care affiliates of 
New York Catholic Charities. 


PENNSYLVANIA 

Personal.—The Industrial Hygiene Foundation, 
Pittsburgh, announced the election of William P. 
Yant, director of research and development at Mine 
Safety Appliances Company, as chairman, Board of 
Trustees, and the appointment of Helmuth H. 
Schrenk, Ph.D., research director of the foundation 
since 1949, as managing director to succeed Dr. 
Charles R. Walmer, who is returning to private 
medical practice.——Dr. R. James Herron, of Mones- 
sen, Was named medical director of Pittsburgh Steel 
Company. He moves up from the position of assist- 
ant medical director to succeed his late father, Dr. 
Thomas B. Herron, who died Dec. 3. Dr. Herron 
will continue to make his headquarters at Monessen 
Works. 


Philadelphia 

Dr. Flesch Wins Psoriasis Award.—The department 
of dermatology, Baylor University College of Medi- 
cine, Houston, Texas, announced that Dr. Peter 
Flesch, department of dermatology, University of 
Pennsylvania, has been selected as the recipient of 
the $1,000 International Award for Research in 
Psoriasis. The award is given “for his many contri- 
butions and continued activity in psoriasis research.” 
Drs. Marcus R. Caro, Edward P. Cawley, Arthur C. 
Curtis, Eugene M. Farber, John M. Knox, Aaron B. 
Lerner, and Carl T. Nelson comprised the selecting 
committee. This award was established by Carol 
and Henry J. N. Taub in honor of their grandpar- 
ents, Mr. and Mrs. J. N. Taub. 


Annual Postgraduate Institute.—The 23rd Postgrad- 
uate Institute conducted by the Philadelphia 
County Medical Society will be held March 17-20 
in the Bellevue-Statford Hotel. Guest speakers will 
be Dr. Julian M. Ruffin, Duke University Hospital, 
Durham, N. C., who will speak on “Management of 
Idiopathic Steatorrhea”; Dr. Harold A. Zintel, St. 
Luke’s Hospital, New York City, on “Handling of 
Acute Abdominal Injuries”; Dr. James R. Gallagher, 
Children’s Medical Center, Boston, on “Problems of 
the Teenager’; and Dr. Perry J. Culver, Massa- 
chusetts General Hospital, Boston, on “Mechanisms 
of Malabsorption Syndromes.” The morning session, 
March 17, will include a symposium on cancer. The 
program is accepted for category | credit by the 
American Academy of General Practice. For infor- 
mation write Dr. C. Wilmer Wirts, 301 S. 21st St., 
Philadelphia 3, Director. 


RHODE ISLAND 

Hospital News.—Dr. Chester M. Jones, professor of 
clinical medicine, emeritus, Harvard Medical 
School, and consulting visiting physician at the 
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Massachusetts General Hospital, Boston, will serve 
as physician-in-chief pro tempore at the Rhode 
Island Hospital Feb. 16, 17, and 18. 


TEXAS 

Society News.—The new officers of the Texas 
Academy of General Practice are: Dr. Charles E. 
Oswalt Jr., of Fort Stockton, president; Dr. Jack M. 
Partain, of San Antonio, vice-president and chair- 
man of the board of directors; Dr. E. Sinks 
McLarty, Galveston, president-elect; and Dr. L. W. 
Johnson, of Houston, treasurer. 


WASHINGTON 


Dr. Rushmer Wins Cardiovascular Award.—Dr. 
Robert F. Rushmer, professor of physiology and 
biophysics, University of Washington School of 
Medicine, Seattle, was named winner of the Ida B. 
Gould Memorial Award for Research on Cardio- 
vascular Problems. The announcement was made by 
Dr. Paul Dudley White, chairman of the selection 
committee for the award. The award, supported by 
the Richard and Hinda Rosenthal Foundation, was 
instituted in 1956, and is given “for outstanding 
accomplishment in heart research” annually by a 
committee representing the Helen Hay Whitney 
Foundation, the Life Insurance Medical Research 
Foundation, the Rosenthal Foundation, the Ameri- 
can Heart Association, and the National Heart 
Institute. Previous winners have been Drs. C. Wal- 
ton Lillehei and Richard DeWall, Minneapolis, and 
Dr. Irvine H. Page, Cleveland. 


Personal.—Four members of the University of 
Washington School of Medicine staff have recently 
been appointed to advisory committees of the 
National Institutes of Health. Dr. H. Stanley Ben- 
nett, executive officer of the department of anatomy 
has been named to the National Advisory Health 
Council; Hans Neurath, Ph.D., of the department 
of biochemistry, to the Biochemistry Training Grant 
Committee; Dr. K. A. Arelius Merendino, depart- 
ment of surgery, to the Surgery Study Section; 
and Dr. Charles A. Evans to the National Advisory 
Cancer Council.——Dr. John C. Sherris has been 
appointed director of the microbiology division of 
the laboratory of the University of Washington 
Hospital, Seattle, and associate professor of micro- 
biology, effective March 1. Previously, Dr. Sherris 
held a position in the department of bacteriology 
at the University of Manchester, England. 


WISCONSIN 


University News.—Dr. C. N. deVerdier, of Sweden, 
is the first fellow to visit the University of Wiscon- 
sin Medical Center, under the new U. S. Public 
Health Service Post-Doctoral Fellowship Program 
which provides for the award of a limited number 
of fellowships to highly qualified scientists from 
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outside the United States to work in medical labora- 
tories in this country. Dr. deVerdier has joined the 
staff of the McArdle Laboratories where he will 
work under the direction of Van R. Potter, Ph.D. 


GENERAL 


Awards for Papers on Obstetrics and Gynecology.— 
The Division of Obstetrics and Gynecology of the 
International College of Surgeons announced its 
second annual competition for two awards for the 
best manuscripts on a phase of obstetrics and gvne- 
cology. The first award will be $500 and the second 
$300. The contest is limited to (1) interns, residents, 
or graduate students in obstetrics and gynecology, 
or (2) to those engaged in the practice or teaching 
of the specialty. Contestants must hold a degree of 
medicine from an accredited college of medicine. 
Fellows of the International College of Surgeons are 
not eligible. Manuscripts of not more than 5,000 
words must be submitted on or before June 1, 1959. 
to Dr. Harvey A. Gollin, secretary of the prize com- 
mittee, 55 E. Washington St.. Chicago 2. For in- 
formation on contest rules. write to Dr. Gollin. 


Clinical Scientists Meeting in Alabama.—The 15th 
meeting of the Association of Clinical Scientists will 
be held Feb. 26-March 1 with headquarters at the 
Holiday Inn and Isle Dauphine Club, Dauphin 
Island, Mobile Bay, Mobile, Ala. The opening 
session Feb. 26 will include the following topics: 
Kolf Twin Coil Artificial Kidney. 

Coulter Electronic Counter. 

Cytology of the Uterine Cervix. 

Radioisotope Equipment. 

Autoanalyzer. 

Speakers will include Morris Schaeffer, Ph.D. 
Montgomery, Ala.;: Dr. George D. Webster, Miami. 
Fla.; Dr. Benjamin Branscome, Birmingham, Ala.: 
Marion Hodd, Ph.D.. New Orleans; Dr. Warren 
Bell, Jackson, Miss.; Dr. Joseph Dingman, New 
Orleans; Dr. Hershel V. Murdaugh, Birmingham: 
and Dr. Robert H. Holmes, Washington, D. C. Ex- 
hibits are planned, and the annual business meeting 
will be held the morning of March 1. For informa- 
tion write the Association of Clinical Scientists, 


Mobile Infirmary, P. O. Box 4097, Mobile, Ala. 


Blindness Among Children.—According to the stat- 
isticians of the Metropolitan Life Insurance Com- 
pany, not only has blindness due to infectious 
diseases decreased sharply among school-age chil- 
dren, but loss of sight due to the administering ot 
oxygen in high concentration to premature infants 
has become rare. A report by the statisticians 
delineating features of the current picture on blind- 
ness includes the following: 


Persons in the United States who are either totally blind 
or with impairment of vision sufficiently great to prevent 
normal activities number 345,000, which is at the rate of 
2 per 1,000 of the population. New cases are estimated 
at 30,000 yearly, or 17 per 100,000 population. 
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Slightly more than half of these blind are 65 years of age or 
over, about 30% are between ages 40 and 64, 12% be- 
tween 20 and 39, and 7% under age 20. 


The most frequent causes of blindness generally have their 


onset in middle and later life, and include specific eye 
conditions of unknown etiology, particularly glaucoma and 
cataract, and such general disorders as arteriosclerosis, 
high blood pressure, nephritis, and diabetes. 

Males have a higher blindness rate than females, which 
results in part from the higher incidence among males of 
blindness due to accidents and to the earlier development 
of arteriosclerotic and other degenerative changes. 


Essay Contest in Physical Medicine.—The sixth 
essay award, sponsored by the American Congress 
of Physical Medicine and Rehabilitation “to stim- 
ulate interest in the field of physical medicine and 
rehabilitation,” has been announced. The contest, 
while open to anyone, is primarily directed to in- 
terns, residents, graduate students in the preclinical 
sciences, and graduate students in physical medi- 
cine and rehabilitation. The following rules apply: 
Any subject of interest or pertaining to physical medicine 
may be submitted. 
Manuscripts must be in the office of the American Congress 
of Physical Medicine and Rehabilitation, 30 N. Michigan 
Ave., Chicago 2, not later than March 2. 


The essay must not have been published previously. 


The congress shall have the exclusive right to publish the 
winning essay in its official journal, the Archives of Physi- 
cal Medicine and Rehabilitation. 

Manuscripts must not exceed 3,000 words, with the number 
of words stated on the title page. An original and one 
carbon copy must be submitted. 

The winner shall receive a cash award of $200. 

All manuscripts will be returned as soon as possible. 


The American Congress of Physical Medicine and Rehabili- 


tation reserves the right to make no award if, in the judg- 
ment of the Essay Award Committee, no contribution is 
acceptable. Announcement of the winner will be made at 
the annual meeting. 


Awards for Reporting on Heart Diseases.—The 
opening of the seventh annual competition for the 
Howard W. Blakeslee awards for “outstanding re- 
porting’ in heart and blood vessel] diseases has been 
announced by the American Heart Association. 
Selections from among newspaper and magazine 
articles, books, radio and television programs, and 
films published or produced between March 1, 1958, 
and Feb. 28, 1959, will be made by the association’s 
Blakeslee Awards Committee. May 1 will be the 
deadline for entries. Entries submitted by local 
newspapers and radio and television stations will be 
considered on the same basis as entries from national 
wire services, syndicates or radio-TV networks, and 
they will be eligible for awards in separate cate- 
gories. The number of winners to be selected will 
be determined by the judges. The awards carry an 
honorarium of $500 each. Entry blanks and rules 
folders may be obtained from local heart associa- 
tions or from the American Heart Association, 44 E. 
23rd St., New York 10. The awards were established 
by the heart association in 1952 as a memorial to 
the late Howard W. Blakeslee, Associated Press 
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science editor and a founder of the National Asso- 
ciation of Science Writers, who died of heart disease 
in 1952. 


Essay Award for Medical Students.—The Bernard 
M. Baruch Essay Award, sponsored by the Ameri- 
can Congress of Physical Medicine and Rehabilita- 
tion, has been announced. The annual award of 
$100 will be given as a prize for an essay on any 
subject relating to physical medicine and rehabilita- 
tion. The following rules and regulations apply: 

Any subject of interest or pertaining to physical medicine 
and rehabilitation may be submitted. 

Manuscripts must be in the office of the American Congress 
of Physical Medicine and Rehabilitation, 30 N. Michigan 
Ave., Chicago 2. not later than March 2. 

Contributions will be accepted from medical students only. 

The American Congress of Physical Medicine and Rehabili- 
tation shall have the exclusive right to publish the winning 
essay in its official journal, the Archives of Physical 
Medicine and Rehabilitation. 

Manuscripts must not exceed 3.000 words, with the number 
of words stated on the title page. An original and one 
carbon copy must be submitted. 

The essay must not have been published previously. 

The winner shall receive a cash award of S1LOO. 

All manuscripts will be returned as soon as possible. The 
winning manuscript becomes the exclusive property of the 
CONLTESS. 

The American Congress of Physical Medicine and Rehabili- 
tation reserves the right to make no award if, in the 
indement of the Essay Award Committee, no contribution 
is acceptable. Announcement of the winner will be made 
at the annual meeting. 


Charles F. Kettering Dies.—The engineer who con- 
tributed the self starter, ethyl gasoline, and high 
compression engines to the automotive age, Charles 
Franklin Kettering, died in Dayton, Ohio, a few 
days before Thanksgiving, aged 82. In an article 
that was written on the occasion of the 75th an- 
niversary of THE JouRNAL, he summed up the sense 
of kinship he felt for the medical profession: * 

we must break down the boundaries between en- 
gineering and medicine . . . all of us, all the profes- 
sions are a part of one big work banding together 
to fight for every form of human progress.” In the 
autumn of 1931, Mr. Kettering and a pathologist, a 
general practitioner, and a writer met and devel- 
oped the air-conditioned hypertherm for use in the 
fever-arsenic treatment of early contagious syphilis. 
Since retirement from the active directorship of 
General Motors research a dozen years ago, his 
time was devoted chiefly to three consuming in- 
terests. One was the Sloan-Kettering Institute, 
which he and G. M. Chairman-ot-the-Board Alfred 
P. Sloan established tor cancer research. A second 
became known as his “why the grass is green” in- 
vestigation into the fundamental mechanism of the 
storage of solar energy by plants. The third interest 
he had pursued for more than 50 years, a wonder- 
ment on the mystery of how a magnet can exert a 
pull on another object through space. 
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World Population Increases Forty-Seven Million.— 
The Population Reference Bureau, Inc., Washing- 
ton, D. C., announced that a “country” almost the 
size of Italy was added to the world’s population in 
the past 12 months, according to the latest United 
Nations figures. There were about 108 million births 
and 61 million deaths during 1958, making a net 
addition to the world’s population of 47 million. In 
American terms, the world’s increase in 1958 ex- 
ceeds the total population of all the New England 
states plus that of New York, New Jersey, Pennsyl- 
vania, and Maryland. The bureau, a nonprofit re- 
search organization which assembles population 
data and trends, notes that the most recent United 
Nations figures on current population distribution 
and relative growth rates for the vear 1957 show 
the world population increased by 11.8%, that of 
Asia by 12.5%; Europe, 5.3%; Africa, 12.6%; Russia, 
12.5%; North America, 11.9%; South America, 18.4%. 
By nations, the biggest gainers for the vear were 
China, adding about 15 million people; India add- 
ing about 6 million; the USSR, 3.6 million. The 
United States ranked fourth with a net gain of 2.6 
million. About one-third of the present world popu- 
lation—nearly one billion people—now live within 
the Communist orbit. For 1959, the bureau foresees 
an additional 110 million births in the world, with a 
net gain of nearly 50 million persons. If this trend 
continues, the bureau forecasts, world population 
will be a little over 4 billion people by 1980. 


Decrease in Catastrophes in 1958.—Catastrophes— 
accidents in which five or more persons are killed— 
caused nearly 1,600 deaths in 1958, about 100 fewer 
than in the preceding vear, it is reported by statis- 
ticians of the Metropolitan Life Insurance Company. 
While there were 10 major catastrophes which took 
at least 25 lives each, for the first time since 1949 no 
single disaster caused as many as 100 deaths. Closest 
to this figure was the fire that swept a Chicago 
school Dec 1, killing 93 persons—90 children and 
three nuns. Four major disasters involved aircraft. 
The highest toll in a railroad accident in the U. S. 
since 1951 was the 48 lives lost when a passenger 
train plunged into Newark Bay near Bayonne, N. J., 
Sept. 15. Two other disasters also were associated 
with transportation: a school bus plunged over a 
cliff into a river near Prestonsburg, Ky., on Feb. 28, 
drowning 27, all but one of them children; and in 
November, a freighter sank in Lake Michigan, ac- 
counting for 33 fatalities. The only natural disaster 
of the year was a group of tornadoes which hit 
northwestern Wisconsin early in June, claiming 30 
victims. The other major catastrophe, involving the 
sale of poisonous liquor in New York City, took 27 
lives. Catastrophes involving motor vehicles ac- 
counted for more than one-fourth of the lives lost 
in all accidents in which five or more persons were 
killed during the year. Fires and explosions ranked 
next. Military and civil aviation were responsible 
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for a larger number of catastrophic deaths in 1958 
than in 1957, as was true of fires and explosions, 
water transportation, and railroads. The loss of life 
in natural catastrophes was the lowest since 1951. 


Grants for Muscular Dystrophy.—New allocations 
totaling $420,815 have been made by Muscular 
Dystrophy Associations of America, Inc., for re- 
search studies in muscular dystrophy and related 
disorders in 35 universities here and abroad. Eight 
of the Muscular Dystrophy Associations of America- 
sponsored grants will support new projects and 
twenty-six are grant renewals. Also included is a 
postdoctoral fellowship carrying a stipend of $6,000, 
awarded to a Swedish woman doctor, Dr. Ingrid 
Gamstorp, who will work at the University of Utah. 
It is one of two Jerry Lewis fellowships recently 
set up by the association to honor its national chair- 
man. The grants cover support to investigators in 
France, Switzerland, Israel, and England, as well 
as in 31 U.S. universities. The largest of the new 
grants, for $20,404, is for a project under the direc- 
tion of Pinckney J. Harman, Ph.D., chairman of the 
department of anatomy, Seton Hall College of Med- 
icine and Dentistry in New Jersey. The Muscular 
Dystrophy Associations of America’s over-all re- 
search program includes support of 97 projects 
located in nearly 60 medical centers in this country 
and in 10 institutions abroad. This program will be 
strengthened and furthered by the Associations’ 
1]-story 5-million-dollar Institute for Muscle Dis- 
ease nearing completion in New York City. It is 
scheduled to be ready for operation in April, 1959. 
In addition to medical research, the Muscular 
Dystrophy Associations of America also sponsor, 
through about 350 affiliated chapters, a network of 
49 muscular dystrophy clinics and a variety of 
patient services, including improved education, rec- 
reation, and summer camping for dystrophic chil- 
dren. 


Society News.—Dr. Roy M. Hoover has been re- 
elected president of the American Board for Certi- 
fication of the Prosthetic & Orthopedic Appliance 
Industry, Inc. Serving with him on the board for 
the year ahead will be Mr. W. Frank Harmon, 
orthotist of Atlanta, Ga., who was elected vice- 
president and these directors: Dr. Vernon L. Nickel, 
Los Angeles; Dr. Eugene E. Record, Boston; Mr. 
Howard Thranhardt, prosthetist of Atlanta; Herbert 
Hart, orthotist of Oakland, Calif. The three physi- 
cian members of the board serve by nomination of 
the Executive Committee of the American Academy 
of Orthopaedic Surgeons. The board conducts an- 
nual examinations for the certification of prosthetic 
and orthopedic technicians, who can produce evi- 
dence of satisfactory service for a minimum period 
of four years.——The Mississippi Valley Conference 
has installed the following officers: president, Dr. 


MEDICAL NEWS 


145/725 


Joseph B. Stocklen, Cleveland; president-elect, John 
E. Egdorf, Chicago; first vice-president, Dr. George 
Smiley, Ottumwa, Iowa; second vice-president, 
Thomas F. Mulrooney, St. Paul, Minn.; and secre- 
tary-treasurer, Gerald D. Fry, Columbus, Ohio.—— 
The Association of Military Surgeons of the United 
States has installed the following officers: Brig. Gen. 
Harold H. Twitchell, USAF (MC), Wiesbaden, Ger- 
many, president; Rear Admiral Richard A. Kern, 
MC, USN, Ret., Philadelphia, first vice-president; 
Dr. Leroy E. Burney, Surgeon General, U. S. Public 
Health Service, second vice-president; Major Gen. 
James P. Cooney, MC, USA, third vice-president: 
Rear Admiral Irwin L. Norman, MC, USN, fourth 
vice-president; Col. Robert C. Kimberly, MC, NG, 
Maryland, fifth vice-president. Col. Robert E. Bit- 
ner, MC, USA, Ret., continues as secretary-editor. 
The 66th annual convention of the association will 
be held at the Mavflower Hotel, Washington, D. C., 
Nov. 9-11, 1959. 


Report on 1958 Mortality.—In 1955, for the second 
vear in a row, the general death rate for the United 
States is higher than it was in 1956, the statisticians 
of the Metropolitan Life Insurance Company re- 
port. The rise reportedly is due largely to wide- 
spread outbreaks of respiratory disease in the early 
months of 1958 which followed the epidemic of 
Asian influenza in the closing months of 1957. The 
increase, however, was moderate. The death rate 
for 1958 is estimated to be 916 per 1,000 population 
—the same as it was for 1957—which is only 2% 
above that for 1956 and 4% above the all-time low 
of 912 established in 1954. For 11 vears in succes- 
sion the mortality rate has been below 10 per 1,000. 
“The death rate from influenza and pneumonia in 
1958 will approximate that for 1957,” the. statisti- 
cians note. “The mortality from these causes in the 
two vears is the highest in about a decade, but is 
still less than half the level prevailing in the im- 
mediate pre-World War II vears, prior to the wide- 
spread use of sulfa drugs and the antibiotics.” 
Mortality from cancer, which accounts for almost 
one-sixth of all deaths, was practically at the same 
level in 1958 as in the preceding year, the statis- 
ticians state. Mortality from diabetes in 1958 was 
little changed from that in 1957. The death rate 
from tuberculosis decreased slightly to 7 per 100,000 
in 1958. The tuberculosis death rate has dropped 
more than 50% in the past six vears and about 75% 
in the past decade. The number of poliomyelitis 
cases in 1958 exceeds by a small margin the 5,894 
cases reported in 1957. In 1955 about 29,000 polio- 
myelitis cases were reported, and in 1952 nearly 
58,000. The 1958 infant mortality rate is about a 
sixth lower than that recorded 10 years ago. Ma- 
ternal mortality has not changed appreciably be- 
tween 1957 and 1958, remaining at about 4 per 
10,000 live births. 
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Southern Education Board Forms Mental Retarda- 
tion Panel.—The Southern Regional Education 
Board through sponsorship by its Mental Health 
Program has announced the formation of a Panel 
on Mental Retardation which will “advise and 
assist staff of the board in determining ways and 
means whereby professional and technical training 
and research in the field of mental retardation can 
be increased and improved.” In general, activities 
will consist of the following: 

Continuing assessment of the research, and the professional 

and technical training needs of the field. 
Identification of promising practices in meeting these needs. 
Formulation of various solutions to problems blocking the 
meeting of needs. 

Obtaining action in implementing recommended solutions. 
Members of the Panel are: Dr. Llovd Dunn, George 
Peabody College for Teachers, Tenn.; Dr. Arleigh 
L. Lincoln, Raymond A. Kent School of Social 
Work, University of Louisville, Ky.; Dr. Benedict 
Nagler, Lynchburg Training School and Hospital, 
Virginia; Dr. Harry B. O’Rear, Medical College of 
Georgia, Augusta; Dr. William Sloan, State Colony 
and Training School, Louisiana; Dr. John Vascon- 
cellos, Rosewood State School, Maryland, and Mr. 
Raymond W. Vowell, Board of State Hospitals and 
Special Schools, Texas. Plans are under way for 
a survey of needs in the Southern region, includ- 
ing research, trained personnel, practices, and men- 
tal health provisions. This survey is expected to 
be completed by early 1959. Other activities of the 
Mental Health Program consist of sponsorship of a 
series of research conferences and the administra- 
tion of a grant from the National Institute of 
Mental Health for the purpose of allowing per- 
sonnel of mental institutions to study new ways 
of doing their job. A Program for Teachers of 
Exceptional Children, a unit of the board, is en- 
gaged in assisting states in recruiting and training 
more qualified teachers of the retarded, and assists 
states in forming cooperative arrangements to 
pool resources in developing centers for doctoral 
training. 


FOREIGN 


International Symposium on Toxic Substances.—The 
International Symposium on Maximum Allowable 
Concentrations of Toxic Substances in Industry will 
be held at Prague, Czechoslovakia, April 14-17, 
1959. The symposium will be arranged under the 
aegis of the Permanent Committee and International 
Association on Occupational Health and the Inter- 
national Union of Pure and Applied Chemistry. The 
following subjects will be treated: 
The investigation of present-time definition and conceptions 
of maximum allowable concentrations in different countries. 
The evaluation of present-time methods and procedures used 
in different countries for the determination and fixing of 
maximum allowable concentrations. 


J.A.M.A., Feb. 14, 1959 


Maximum allowable concentrations in biological materials. 
The evaluation of the importance of suitable methods of 
chemical analyses, physical methods, and methods of 
sampling used in industry. 
General discussion. 
President of the Organizing Committee is Prof. 
Rene Truhaut, Paris, and General Secretary is Prof. 
]. Teisinger, Karlovo N. 33, Prague II. 


LATIN AMERICA 

Symposium on Cardiovascular Diseases in Co- 

lombia.—The first Symposium on Cardiovascular 

Diseases, sponsored by the Shaio Foundation, will 

be held July 27-31 at the Hotel Tequendama, 

Bogota, Colombia. Invited participants include 

physicians from Canada, England, Sweden, Mexico, 

France, and the United States. The scientific pro- 

gram will include round-table discussions and the 

following schedule of topics: 

\fonday—10 a. m.-12 noon (1) Pulmonary Hypertension. 
5-7 p.m. (2) Surgical Congenital Heart Diseases. 

Tuesday—10 a. m.-12 noon (3) Coronary Diseases. 

5-7 p.m. (4) Valvular Diseases. 

Wednesday—10 a.m.-12 noon (5) Aortic Aneurysms. 

5-7 p.m. (6) Extra Corporeal Circulation and Hypother- 
mia. 

Thursday—10 a. m.-12 noon (7) Correlation Between Elec- 
trocardiography, Angiocardiography and Other Methods of 
Examination as Diagnostic Measures. 

5-7 p.m. (8) Free Subjects. 
Registration fee is $50. The Shaio Foundation is 

a private nonprofit organization supported by funds 
provided by the Shaio family, owners of a textile 
plant in Bogota. It is dedicated to the diagnosis 
and treatment of cardiovascular diseases, which 
work was begun in December, 1957. For informa- 
tion write the Fundacion A. Shaio, Clinica: Car- 
retera De Suba, Bogota, Colombia. 


CORRECTIONS 

Effect of Digitalis on Exertional Dyspnea.—In the 
article by Gold et al., in THe JouRNAL, Jan. 17, 1959, 
the word “digitoxin” in the 13th line from the top 
of the left-hand column on page 231 should have 
read “digoxin” (Lanoxin). 


Voluntary Health Insurance for Aged.—In_ the 
“Highlights of the 12th Clinical Meeting” in the Or- 
ganization Section of the Dec. 20, 1958, issue of 
THE JOURNAL, page 2148, the statement that “for 
the group over 65 with modest resources or low 
family income . . . physicians agree to accept a 
level of compensation as full payment for medical 
service rendered to this group” is quoted from a 
reference committee report which later was modi- 
fied. In the official action of the House of Dele- 
gates, the phrase “as full payment” was deleted 
from the report, which then was adopted. 


~ 
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Postpartum Lactation.—In the article entitled “Lacta- 
tion Inhibition by Deladumone Injected During La- 
bor or Just After Delivery” by Watrous and co-work- 
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ers in the Jan. 17, 1959, issue of THe JOURNAL, pages 
246-249, the organization of table 1 is incorrect. 
The corrected version of this table is given below. 


Steroid 
: No. of Hormone 
Group, No. Cases Preparation Dosage 
No Treatment 
42 None 
Given ‘4% to 8 Hr. After Delivery 
&3 Tylosterone 1 tablet, 3 times a day 
27 Deladumone 2 
Given 14 to % Hr. After Delivery 
10 Deladumone 2 ce. 
22 Deladumone 38 ce. 
18 Deladumone 4 ce. 


No. of Cases with Breast Manifestations, Grouped by Grade 


A 
0 1 2 3 4 
No No % No % No % No. % 
] 2.4 ) 4.8 10 3.8 18 42.8 11 26.2 
43.4 22 18 "17 7 8.4 0 0 
5 18.7 22.5 29.9 29.9 0 0 
29 02.7 14 34.6 7 12.7 0 0 0 0 
3 40) 2 20 3 30 2 20 0 0 
13 | 6 27.3 3 13.6 0 0 0 0 
12 66.7 4 22.2 2 11.1 0) 0 0 0 
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MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

AMERICAN BoarD OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN BoArRD or INTERNAL Mepicine: 1959 Schedule— 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the Midwest. Chicago, April 
15-18. Final date for filing application was Jan. 1. Oral. 
For candidates on the West Coast. Final date for filing 
application is March 1. Oral. For candidates on the East 
Coast, Nov. 6-7, 9-10. Final date for filing application is 
March 1. Examination in the Subspecialties. Gastroenter- 
ology. Philadelphia, April 17-18. Final date for filing ap- 
plication was Feb. 1. Sec.-Treas., Dr. William A. Werrell, 
One West Main St., Madison 3, Wis. 

AMERICAN Boanpv OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN Boarp OF OBsTETRICS AND GYNECOLOGY: I. Oral 
and Clinical. Chicago, May 8-19. Formal notice of the exact 
time of each candidate’s examination will be sent him in 
advance of the examination dates. Candidates who partici- 
pated in the Part I examinations will be notified of their 
eligibility for the Part I] examinations as soon as possible. 
Deadline for receipt of new and reopened application for 
the 1960 examinations is Aug. 1, 1959. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BoaArb OF OPHTHALMOLOGY: Oral. ( Part I1) Phila- 
delphia, June 2-6; St. Louis, Oct. 6-10. Written (Part I), 
Jan. 25, 1960. Application for 1960 must be filed before 
July 1, 1959. Sec., Dr. Merrill J. King, Box 236, Cape 
Cottage Branch, Portland, Maine. 

AMERICAN BoarD OF OrnTHOPAEDIC SuRGERY: Part I. Wash- 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part 11. Chicago, Jan, 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 


AMERICAN Board OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
5-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp or PatnoLocy: Boston, April 16-19. Final 
date for filing application is Feb. 28. Sec., Dr. Edward B. 
Smith, 1100 W. Michigan St., Indianapolis 7. 

AMERICAN BOARD OF PuysicaAL MEbICINE AND REHABILITA- 
TION: Written, Part 1, and Oral, Part II. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

AMERICAN Boarp oF PLastic SurcERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports is July 1. Corresponding Secretary, Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BOARD OF PREVENTIVE MEbiciNe: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi- 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex- 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

AMERICAN Boarp OF ProcroLocy: Oral and Written. Phila- 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. 

AMERICAN BOARD OF PsyYCHIATRY AND NEUROLOGY: New 
Orleans, Mar. 16-17; Chicago, Oct. 19-20; New York, Dec. 
14-15. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN oF Rapiococy: Special Examination. Cin- 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Examination. Chicago, June 2-4. If needed a 
special examination will be offered at this time in Nuclear 
Medicine to diplomates in Radiology or Therapeutic Ra- 
diology. The deadline for filing applications is April 1. Sec., 
Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BoarpD oF SurRGERY: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al- 
though the closing date tor filing applications is August 1}. 
Those completing training requirements after September 
30 cannot’ be considered for the Part I examination in 
December of the same year. Part Il. Durham, No. Car., 
March 9-10; San Francisco, Apri] 13-14; Indianapolis, 
May 11-12; Columbus, Ohio, May 14-15. Sec., Dr. John 
B. Flick, 1617 Pennsylvania Blvd., Philadelphia 3. 

Boarp or ‘THORACIC SuRGERY: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil- 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

AMERICAN Boarp oF Urotocy: The oral will be given in 
Chicago in February 1959. Sec., Dr. William Niles Wi- 
shard, Jr., 30 Westwood Road, Minneapolis 26. 
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GOVERNMENT SERVICES 


NAVY 


Space Medicine Award.—Capt. Charles F. Gell, 
M. C., U.S. Navy, was presented the Melbourne W. 
Boynton Award for Space Medicine at the Honor’s 
Night Dinner of the American Astronautical So- 
cietvs Annual Meeting in Washington, D. C., in 
December. The presentation was made by Rear 
Adm. Edward C. Kenney, M. C., U. S. Navy. The 
society presents this award at the end of each vear 
to the person who has made an outstanding con- 
tribution to astronautics through medical research. 
Captain Gell was chosen for his work in the fields 
of multicrew long duration confinement and ex- 
plosive decompression of mammals. 


Personal.—At the Southern Regional Meeting of the 
International College of Surgeons in Miami, in Jan- 
uary, Rear Adm. Bartholomew W. Hogan, the Navy 
surgeon general, presented a paper entitled, “Med- 
ical Problems of Nuclear Wartare Defense and Civil 
Disaster.” Capt. Carl E. Wilbur, M. C., U.S. Navy, 
and Capt. Murray W. Ballenger, M. C., U.S. Navy, 
have been elected chairman and secretary, respec- 
tively, of the Joint Committee on Aviation Pathol- 
ogy for 1959. The committee, which includes medi- 
cal officers of the military services of the United 
States, the United Kingdom, and Canada, held its 
fifth business meeting at the Armed Forces Institute 
of Pathology in December. 


VETERANS ADMINISTRATION 


Neuropsychiatric Symposium.—The Eleventh An- 
nual Institute in Psychiatry and Neurology will be 
held at the Veterans Administration Hospital, North 
Little Rock, Ark., on Feb. 26 and 27. Participants 
in this institute will include Dr. Kenneth E. Appel, 
Ardmore, Pa., past-president, American Psychiatric 
Association; Dr. Leo H. Bartemeier, Seton Institute, 
Baltimore, Md., past-president, American Psychiat- 
ric Association; Dr. Dexter M. Bullard, Chestnut 
Lodge, Rockville, Md.; Dr. Francis J. Gerty, presi- 
dent, American Psychiatric Association, Chicago; 
Dr. J. MeV. Hunt, Department of Psychology, 
University of Illinois, Urbana, [Il.; Dr. Bernard I. 
Kahn, chief, Department of Psychiatry, Permanente 
Medical Group, San Francisco; Dr. Edith M. Lentz, 
associate professor, School of Public Health, Uni- 
versity of Minnesota, Minneapolis; Dr. G. Wilse 
Robinson, Neurological Institute, Kansas City, Mo.; 
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Dr. Mathew Ross, medical director, American Psy- 
chiatric Association, Washington, D. C.; Dr. Stew- 
art Wolf, Oklahoma City; and others. Dr. Leo H. 
Bartemeier will present the principal address at 
the dinner session Thursday evening, Feb. 26. On 
Wednesday, Feb. 25, there will be special confer- 
ences in clinical psychology, psychiatric social 
work, psychiatric nursing, and psychiatric aspects 
of recreation. Dr. Harold W. Sterling, manager of 
the hospital, cordially invites interested profession- 
al personnel to attend the institute; there will be 
no charge for registration. 


PUBLIC HEALTH SERVICE 


Radioactivity in Milk.—Although levels of stron- 
tium-90 in milk increased during September in 
8 of 10 sampling stations across the country, the 
increases generally were within the range of recent 
month-to-month fluctuations in radiation levels 
among the different sampling stations. All samples 
remained well below the levels currently con- 
sidered by the National Committee on Radiation 
Protection and Measurements to be permissible for 
consumption over an entire lifetime. Compared 
with the levels of last June, four stations showed an 
increase and four showed a decrease. The sampling 
network was expanded to include eight stations 
in June, and two have been added since then. 
While much more research is needed on the spe- 
cific health effects of various types and degrees 
of radiation, the National Committee on Radia- 
tion Protection and Measurements currently con- 
siders that a lifetime of exposure to strontium-90 
at an average level of 80 micromicrocuries per 
liter should not cause appreciable bodily injury 
to a person. In addition to measuring strontium-90, 
the milk sampling network also measures iodine- 
131, strontium-89, barium-140, and cesium-137 in 
milk. The levels for these elements also have shown 
a generally variable pattern even further below 
the current permissible levels. 


Decline in Births.—For the first time since 1950, the 
number of children born in the United States ap- 
parently decreased in 1958. National Office of Vital 
Statistics records indicate that about 4,248,000 
babies were born in 1958, a decline of 53,000 or 
1% from the record high set in 1957. Fewer mar- 
riages in 1957, when the marriage rate dropped 
4% trom the previous year, may account for the 
estimated decrease. There were an estimated 1,- 
151,000 first-born children in 1958 compared to 
1,164,000 in 1957. 
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DEATHS 


Abernathy, Shields ® Memphis, Tenn.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1907; member of the American Radium Society; 
fellow of the American College of Surgeons and the 
International College of Surgeons; served overseas 
during World War I; formerly on the faculty of 
the University of Tennessee College of Medicine; 
served on the staffs of the Baptist Memorial Hos- 
pital, where he was at one time chief of. staff, 
Methodist and St. Joseph hospitals; died Nov. 28, 
aged 72. 


Alexander, I. Hope, Pittsburgh; born in Kennett 
Square, Pa., Sept. 30, 1879; University of Pennsy]- 
vania Department of Medicine, Philadelphia, 1906; 
an associate member of the American Medical As- 
sociation; for many years director of the health 
department; in 1956 the Pennsylvania Public Health 
Association presented its annual award of merit to 
him; was active in the campaign for the revision of 
Pennsylvania milk laws, smoke prevention, and 
health and x-ray surveys in Allegheny County; in 
1931 president of the Allegheny County Medical 
Society; during World War I served as chief medi- 
cal officer of a government hospital in North Caro- 
lina; formerly professor of physical diagnosis in the 
school of dentistry of the University of Pittsburgh; 
served as president of the Pittsburgh chapter of the 
Izaak Walton League of America; served as chief 
of the medical staff of Passavant Hospital, where 
he died Nov. 9, aged 79. 


Aries, Philip Lazaras % Chicago; University of 
Illinois College of Medicine, Chicago, 1923; profes- 
sor of pediatrics at the Chicago Medical School; 
specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of Pedi- 
atrics; treasurer of the Chicago Pediatric Society; 
associated with Cook County Hospital and the 
Mount Sinai Hospital, where he died Dec. 10, 
aged 60. 


Arons, Isidore Arthur “% New York City; New York 
Homeopathic Medical College and Flower Hos- 
pital, New York City, 1916; member of the Radio- 
logical Society of North America and the Industrial 
Medical Association; served on the staffs of the 
Kings County and Unity hospitals; director of the 
department of radiation therapy at Harlem Hos- 
pital; died Nov. 10, aged 68. 


Axtell, Clayton Morgan “ Deposit, N. Y.; Cornell 
University Medical College, New York City, 1909; 
for many years health officer; veteran of World 


™) Indicates Member of the American Medical Association. 


War I; on the courtesy staff of the Read Memorial 
Hospital in Hancock; died in the Binghamton 
(N. Y.) City Hospital Nov. 25, aged 72. 


Baker, William Jesse “) Chicago; born in Dallas 
City, Ill., May 1, 1894; Rush Medical College, Chi- 
cago, 1925; clinical professor of urology at Univer- 
sity of Illinois College of Medicine; served as 
professor of urology at Northwestern University 
Medical School; specialist certified by the American 
Board of Urology; member of the American Asso- 
ciation of Genito-Urinary Surgeons and the Ameri- 
can Urological Association, of which he was past- 
president, and at one time secretary-treasurer of the 
North Central Branch; past-president and_ vice- 
president of the Chicago Urological Society; fellow 
of the International College of Surgeons and the 
American College of Surgeons; veteran of World 
Wars I and II; associated with Cook County Hos- 
pital and St. Luke’s Hospital, where he died Dec. 3, 
aged 64. 


Barnett, Nathaniel \ Woodmere, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1908; during World Wars I and II 
helped to organize civil defense medical units for 
the local Red Cross; on the staff of the Hospital for 
Joint Diseases, New York City; consulting physician 
and past-president of the medical board at St. 
Joseph Hospital, Far Rockaway, where he was chief 
of stait; died Nov. 1, aged 71. 


Barron, H. Aldine, Thomaston, Ga.; Atlanta College 
of Physicians and Surgeons, 1913; member of the 
Medical Association of Georgia; served as council- 
man, mayor, and chairman of the county board of 
commissioners; died Nov. 16, aged 69. 


Beiderwell, Earl R., Leoti, Kan.; University of Kan- 
sas School of Medicine, Kansas City, 1924; asso- 
ciated with the Wichita County Hospital; died in 
Pueblo, Colo., Oct. 25, aged 60. 


Brundage, Walter Hammond, New Rochelle, N. Y.; 
Cornell University Medical College, New York City, 
1910; an associate member of the American Medical 
Association; for many years on the faculty of his 
alma mater; served on the stafts of the Mount Ver- 
non (N. Y.) Hospital, where he was chief of staff, 
and the New Rochelle Hospital; died in the Laconia 
(N. H.) Hospital Oct. 6, aged 70. 


Caldwell, John Alexander “ Cincinnati; Miami 
Medical College, Cincinnati, 1902; formerly on the 
faculty of the University of Cincinnati College of 
Medicine; member of the founders group of the 


> 


150/730 


American Board of Surgery; member of the Ameri- 
can Association for the Surgery of Trauma; fellow 
of the American College of Surgeons; past-president 
of the Ohio State Medical Association and the Cin- 
cinnati Academy of Medicine; served in France 
during World War I; associated with Cincinnati 
General, Christ, Bethesda, Good Samaritan, and 
Children’s hospitals; died in the Veterans Adminis- 
tration Hospital Nov. 9, aged 80. 


Carter, Jay Bailey “ Chicago; Rush Medical Col- 
lege, Chicago, 1925; formerly on the faculty of his 
alma mater and the University of Illinois College of 
Medicine; specialist certified by the American Board 
of Internal Medicine; fellow of the American Col- 
lege of Physicians; certified by the National Board 
of Medical Examiners; associated with the Au- 
gustana Hospital; co-discoverer with Dr. Arnold 
Luckhardt of ethylene anesthesia; author of “The 
Fundamentals of Electrocardiographic Interpreta- 
tion”; died in the Ravenswood Hospital Dec. 6, 
aged 59. 


Chambers, Rawley Ernest \) Brig. General, U. S. 
Army, retired, Austin, Texas; born in Lakeview, 
Ohio, May 11, 1895; Ohio State University College 
of Medicine, Columbus, 1926; veteran of World 
War I; entered the medical corps of the U.S. Army 
as a first lieutenant in May, 1927; retired April 30, 
1955; in addition to being coordinator of seven 
professional divisions in the Surgeon General's 
Office, served as chief of the psychiatry and neu- 
rology consultants division; served as chief of the 
neuropsychiatric service, Brooke Army Hospital, 
Fort Sam Houston, Texas, and director of the de- 
partment of neuropsvchiatry at the medical field 
service schoo] there; under his direction the child 
guidance clinic was created at the hospital; during 
World War II was commanding officer of the 12th 
Evacuation Hospital, $05th Hospital Center, 77th 
Station Hospital, 7th General Hospital, and 7th 
Hospital Group in the European Theater; later 
chief of the neuropsychiatric service, Fitzsimons 
Army Hospital, Denver; at the time of his retire- 
ment was chief of the professional division in the 
office of the Surgeon General; among his awards 
were the Legion of Merit, World War II Victory 
Medal, and Commendation Ribbon; in 1954, repre- 
sentative for the Section on Military Medicine, 
American Medical Association; specialist certified 
by the American Board of Psychiatry and Neu- 
rology; member of the American Psychiatric Asso- 
ciation; director of mental hospitals for the state of 
Texas; died in the Brooke Army Hospital, Fort Sam 
Houston, Nov. 14, aged 63. 


Clark, Cecil Whitehouse ™ Newton, Mass.; Boston 
University School of Medicine, 1915; served on the 
faculty of his alma mater; formerly a trustee, Colby 
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College, Waterville, Maine; associated with the 
Newton Wellesley Hospital, where he died Nov. 11, 
aged 76. 


Cooke, Virgil Cannon, Tampa, Fla.; Atlanta Col- 
lege of Physicians and Surgeons, 1907; member of 
the Medical Association of Georgia; for many years 
practiced in Atlanta, Ga., where he was on staff of 
the Crawford W. Long Memorial Hospital; died 
Nov. 10, aged 


Corder, Grover C., Jane Lew, W. Va.: Medical Col- 
lege of Virginia, Richmond, 1911; an associate mem- 
ber of the American Medical Association; died in 
Clarksburg Nov. 18, aged 74. 


Doyle, Charles Peter % Lansing, Mich.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1895; veteran of World War I; served 
on the staffs of the Edward W. Sparrow Hospital 
and St. Lawrence Hospital, where he died Nov. 20, 


aged 86. 


Du Puy, Charles Meridith Riley, Ind.; Louisville 
(Ky.) Medical College, 1894; veteran of World 
War I; on the staff of St. Anthony's Hospital: died 
Nov. 18, aged 91. 


Egan, Wilfred Vincent, Brooklyn; Long Island 
College Hospital, Brooklyn, 1914; fellow of the 
American College of Surgeons; served in France 
during World War I; during World War IL re- 
ceived a government citation for his work in giving 
medical examinations to draftees; associated with 
Holy Family, St. Peter's, and Samaritan hospitals; 
died Nov. 29, aged 66. 


Findley, Marcus Cooper W Salem, Ore.; University 
Medical College of Kansas City, Mo., 1896; spe- 
cialist certified by the American Board of Otolaryn- 
gology; fellow of the American College of Surgeons; 
formerly an examiner for the World War Veterans 
State Aid Commission; in 1903 became a surgeon 
for Southern Pacific Railroad; served on the board 
of trustees of the Willamette University; at one 
time practiced in Grants Pass; died in the Salem 
General Hospital Nov. 13, aged 87. 


Firestone, Robert Iden “) Chicago; Western Re- 
serve University School of Medicine, Cleveland, 
1944: member of the Washington State Medical 
Association and the American Academy of General 
Practice; interned at the City Hospital in Cleve- 
land, where he served a residency; served a resi- 
dency at the Illinois Eye and Ear Infirmary; co- 
owner of the New Riverview Hospital in Raymond, 
Wash.; veteran of World War II; died in Brookfield, 
Ill., Nov. 27, aged 37. 


Gaffey, James Walter, Cedar Rapids, lowa; Drake 
University College of Medicine, Des Moines, 1908; 
died in the Mercy Hospital Nov. 2, aged 79. 
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Gaines, William Dugan ™ Lafayette, Ala.; Medical 
College of Alabama, Mobile, 1892; at one time 
surgeon at state prison, Atmore; died Nov. 7, 
aged 88. 


Grier, Oliver Knight, St. Petersburg, Fla.; Hahne- 
mann Medical College and Hospital of Phila- 
delphia, 1906; formerly practiced in Wilkes—Barre, 
Pa., where he was on the staff of the Wyoming 
Valley Hospital; died Nov. 8, aged 80. 


Hamman, Howard Harrison “) Greensburg, Pa.; 
Johns Hopkins University School of Medicine, 
Baltimore, 1916; veteran of World War I; on the 
staff of the Westmoreland Hospital; died Nov. 10, 
aged 70. 


Hierholzer, John Charles, Pittsburgh; Jefferson 
Medical College of Philadelphia, 1888; an associate 
member of the American Medical Association; 
member of the Association of Life Insurance Med- 
ical Directors of America; one of the organizers 
and in 1941 vice-president of the Knights Life In- 
surance Company of America and became its med- 
ical director; member emeritus of the medical 
section of the American Life Convention; for many 
vears on the staffs of the Mercy Hospital and 
Roselia Foundling Asylum and Maternity Hospital, 
and physician for the Home of the Good Shepherd: 
died Noy. 8, aged 96. 


Hill, Edgar A., Clarksburg, W. Va.; Starling Med- 
ical College, Columbus, 1892; an associate member 
of the American Medical Association; member of 
the West Virginia State Medical Association; died 
in St. Mary's Hospital Nov. 7, aged 92. 


Hoyer, Arthur August % Beaver Dam, Wis.; Mil- 
waukee Medical College, 1906; died in Phoenix, 
Ariz., Nov. 3, aged 78. 


Huddle, William Isaac, Oklahoma City, Okla.; 
Kansas City (Mo.) Medical College, 1905; died in 
the Wesley Hospital Sept. 4, aged 80. 


Hullinger, John D., Poplar Bluff, Mo.; State Uni- 
versity of Lowa College of Medicine, lowa City, 
1893; tormerly practiced in Clinton, Iowa, and 
served as Clinton County coroner; formerly mem- 
ber and secretary of the U. S. Pension Examination 
Board of Clinton County; died Nov. 25, aged 97. 


Johnson, Joseph Eggleston Jr., Elberton, Ga.; Medi- 
cal College of Georgia, Augusta, 1933; member of 
the Medical Association of Georgia; veteran of 
World War II; died in the Veterans Administration 
Hospital, Augusta, Oct. 30, aged 53. 


Jolowicz, Ernst, New York City; Universitat Leipzig 
Medizinische Fakultat, Saxony, Germany, 1907; 
member of the American Psychiatric Association; 
died in the Lenox Hill Hospital Nov. 12, aged 76. 
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Joslin, Charles Loring ™ Baltimore; University of 
Maryland School of Medicine, Baltimore, 1912; 
professor of pediatrics at the University of Mary- 
land School of Medicine and College of Physicians 
and Surgeons, where he joined the faculty in 1920; 
specialist certified by the American Board of Pedi- 
atrics: member of the American Academy of 
Pediatrics; for many years associated with the Uni- 
versity Hospital, Maryland General Hospital, and 
the West Baltimore General Hospital; died Nov. 
12, aged 70. 


Lee, Emmett Lehr ™ Aurora, [l.; Rush Medical 
College, Chicago, 1909; during World War II a 
regional director of the Illinois Selective Service 
Commission; died in the Copley Memorial Hos- 
pital Nov. 14, aged 76. 


McAllister, Oscar Orville Turner, Piedmont, Calif.; 
Oakland College of Medicine and Surgery, 1913; 
an associate member of the American Medical As- 
sociation: fellow of the American College of Sur- 
geons; on the staff of the Samuel Merritt Hospital 
in Oakland, where he retired as physician to the 
Oakland Detention Home and Alameda County 
Jail; a member of the staff of the Tulare-Kings 
Counties Hospital in Springville, where he died 
Nov. 17, aged 73. 


McElveen, Jesse Morgan “ Brooklet, Ga.; Univer- 
sitv of Georgia Medical Department, Augusta, 1902; 
died in Savannah Nov. 23, aged 80. 


Martin, Frank Leslie, Mullins, S. C.; Medical Col- 
lege of South Carolina, Charleston, 1912; a member 
of the board of trustees at his alma mater; president 
of the Marion County Tuberculosis Association; 
veteran of World War I; a member of the staff of 
the Mullins Hospital; died in the Medical College 
Hospital, Charleston, Nov. 9, aged 71. 


Mayfield, Surry Foster, Northport, Ala.; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1896; member of the Medical As- 
sociation of the State of Alabama; served as mayor 
of Northport, and in the state legislature; formerly 
assistant county health officer; died in the Druid 
City Hospital, Tuscaloosa, Nov. 14, aged 91. 


Moore—Freshour, Ina Louise “) Norwalk, Calif.; 
Chicago College of Medicine and Surgery, 1914; 
member of the American Psychiatric Association; 
specialist certified by the American Board of Psy- 
chiatry and Neurology; associated with Metropoli- 
tan State Hospital; died in LaHabra Nov. 5, aged 68. 


Mossman, Paul Darwin ™ Medical Director, U. S. 
Public Health Service, retired, Seattle; Starling- 
Ohio Medical College, Columbus, 1912; specialist 
certified by the American Board of Preventive Med- 
icine; service member of the American Medical 
Association; served as medical director of the city 
public schools; retired from the U. S. Public Health 
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Service Oct. 1, 1950; formerly head of medical 
services of state defense council; died in Albuquer- 
que, N. M., Nov. 15, aged 71. 


Motley, Samuel Dennis ® Birmingham, Ala.; Ken- 
tucky University Medical Department, Louisville. 
1903; member and past-president of the staff, Bir- 
mingham Baptist Hospital; on the staffs of the East 
End Memorial Hospital and the South Highlands 
Infirmary; died in the West End Baptist Hospital 
Nov. Ll, aged 75. 


Murchison, Kenneth Sidney, Iowa; State Uni- 
versity of Lowa College of Medicine, lowa City. 
1903; a staff member of the Hamburg (lowa) Com- 
munity Hospital; died in the Hand Hospital, Shen- 
andoah, Nov. 13, aged S81. 


Nelson, Lorin Gordon ™ Long Beach, Calif., Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1932; fellow of the American College of 
Surgeons: served as police surgeon; associated with 
Harbor General Hospital in Torrance, Long Beach 
Community, St. Marys Long Beach, and Seaside 
Memorial hospitals; died Nov. 9, aged 55. 


Neumann, Edmund C., Milwaukee; Marquette 
University School of Medicine, Milwaukee, 1914; 
also a pharmacist; died in Oshkosh, Wis., Nov. 19, 
aged 78. 


Newbold, Reuben Lilly, \lorgan Hill, Calif.; State 
University of Towa College of Homeopathic Medi- 
cine, Iowa City, 1896; died in Gilroy Nov. §. 
aged 91. 


Nicholas, Charles Andrew “ Easton, Pa.; Univer- 
sitv of Pennsylvania School of Medicine, Philadel- 
phia, 1933; interned at the City Hospital in Cleve- 
land; veteran of World War II; on the staff of the 
Easton Hospital and the Betts Hospital, where he 
died Nov. 4, aged 50. 


Norton, Thomas Joseph ™ Pittsfield, Mass.; } offer- 
son Medical College of Philadelphia, 1905; veteran 
of World Wars I and II; associated with Hillcrest 
and Pittsfield General hospitals and St. Luke's Hos- 
pital, where he was past chief of staff, and where 
he died Nov. 9, aged 79. 


O'Connor, Robert Emmett “) Los Angeles; St. Louis 
University School of Medicine, 1923; for 25 years 
chief physician for the Chrysler Corporation, West 
Coast plant, and the company’s affiliate, Consoli- 
dated Steel Corporation; died Noy. 17, aged 63. 


Parke, D. Davis “® Bozeman, Mont.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1939; 
member of the American Society of Anesthesiolo- 
gists; interned at Indianapolis City Hospital, where 
he served a residency; formerly a resident in anes- 
thesiology at Veterans Administration Hospital in 
Indianapolis and the Memorial Hospital in South 
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Bend, Ind.; veteran of World War II; on the staff 
of the Bozeman Deaconess Hospital, where he 
died Nov. 5, aged 44. 


Paul, James Hale, Drexel Hill, Pa.; Jefferson Med- 
ical College of Philadelphia, 1911; an associate 
member of the American Medical Association; vet- 
eran of World War I; retired in 1955 as immunolo- 
gist for the city health department in Philadelphia 
after serving for 33 years; died in the Presbyterian 
Hospital, Philadelphia, Nov. 27, aged 78. 


Pearson, August Walter “) Los Angeles; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1907; for- 
merly practiced in Peever and Sisseton, $. D.; a 
member of the South Dakota State Legislature 
from 1927 to 1931; on the staff of the California 
Lutheran Hospital, died Nov. 15, aged 7S. 


Pearson, Lewis Walter, Brooklyn; Bellevue Hos- 
pital Medical College, New York City, 1888; an 
associate member of the American Medical Asso- 
ciation; died in the Hospital of the Holy Family 
Nov. 25, aged 92. 


Picker, Myrtle Leah “) Larchmont. N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1936; on the staff of the New 
Rochelle (N. Y.) Hospital; vice president of the 
Child Guidance Center in New Rochelle; trustee, 
Elmira (N. Y.) College; died Nov. 6, aged 48. 


Portis, Richard Alan %) Beverly Hills, Calif.; born 
in Chicago April 1, 1923; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1950; in- 
terned at the Beth Israel Hospital in Boston, where 
he served a residency; formerly a resident at the 
Veterans Administration Hospital in Boston and 
the Veterans Administration Hospital in Framing- 
ham, Mass.; served a residency at the Hospital of 
the University of Pennsylvania, Philadelphia; certi- 
fied by the National Board of Medical Examiners; 
specialist certified by the American Board of In- 
ternal Medicine; clinical instructor in medicine at 
the University of Calitornia School of Medicine; 
member of the Southern California Society of 
Gastroenterology; on the staffs of St. John’s Hos- 
pital in Santa Monica, University of California, 
Cedar of Lebanon, Mount Sinai, and St. Vincent's 
hospitals, and the Hospital of the Good Samaritan; 
died in Boston Nov. 4, aged 35. 


Progebin, Abraham, Hempstead, N. Y.; Long Island 
College Hospital, Brooklyn, 1908; served on the 
staff of the Jewish Hospital in Brooklyn; died in 
Brooklyn Sept. 1, aged 75. 


Quinn, William Alexander “) Portsmouth, Ohio; 
George Washington University School of Medi- 
cine, Washington, D. C., 1903; veteran of World 
War I; formerly county coroner; emeritus member 
on the staff of the Portsmouth General Hospital; 
died Nov. 14, aged 85. 
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Reisner, Ethel Freund, New Rochelle, N. Y.; Uni- 
versitat Ziirich Medizinische Fakultat, Switzerland, 
1922; member of the American Psychiatric Asso- 
ciation; died in the New Rochelle Hospital Nov. 
16, aged 63. 


Rose, Lucy Criddle Jones, Vineland, N. ].; Svracuse 
University College of Medicine, 1898; formerly 
practiced in New York City, where she was on the 
staffs of Polyclinic and Babies’ Hospital; died Nov. 
15, aged S6. 


Scharff, Edwin Stanley, New Orleans; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1906; member of the Louisiana State Med- 
ical Society; veteran of World War I; for many 
vears on the staff of the Touro Infirmary; died Nov. 
21, aged SO. 


Schlegel, Henry Edward \ Lake Grove, Ore.; 
Minneapolis College of Physicians and Surgeons, 
medical department of Hamline University, 1897; 
formerly practiced in Portland; died in Gladstone 
Nov. 5, aged $4. 


Schooley, Renick Calvin \) Odessa, Mo.; Beaumont 
Hospital Medical College, St. Louis, 1896; past- 
president of the Lafayette County Medical Society; 
died Nov. 13, aged 86. 


Singleton, Walter James “) La Crosse, Kan.; St. 
Louis College of Physicians and Surgeons, 1921; 
also a graduate in pharmacy; interned at the St. 
Joseph's Hospital in Denver and served a residency 
at the Colorado General Hospital in Denver; past- 
president and secretary-treasurer of the Rush-Ness 
Counties Medical Society; associated with the Rush 
County Memorial Hospital, where he served one 
vear as chief of staff; died Nov. 7, aged 65. 

Somach, Irving “) New York City; University and 
Bellevue Hospital Medical College, New York City, 
1925; specialist certified by the American Board of 
Internal Medicine; veteran of World War II; hon- 
orary police surgeon; associated with University 
and Mount Sinai hospitals; died Nov. 28, aged 57. 


Stroud, Claybourne Garfield, Flemington, W. Va.; 
Louisville (Ky.) and Hospital Medical College, 
1908; an associate member of the American Med- 
ical Association; veteran of World War I; died in 
the Veterans Administration Hospital, Clarksburg, 
Nov. 16, aged 7S. 


Temple, Claude Oliver % Chicago; Chicago Med- 
ical School, 1937; member of the American Acad- 
emy of General Practice; veteran of World War I; 
associated with St. George Hospital, where he died 
Nov. 29, aged 50. 


Tipton, Enoch William, Kingsport, Tenn.; Univer- 
sity of Nashville (Tenn.) Medical Department, 1899; 
member of the Tennessee State Medical Associa- 
tion; formerly mayor of Kingsport; served as vice- 
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president of the First National Bank of Kingsport, 
vice-president of the Kingsport Federal Savings 
and Loan Association, as director of the Kingsport 
Broadcasting Company, and a director of the Kings- 
port Publishing Company; first president of the 
Kingsport Kiwanis Club, which he organized; died 
Nov. 9, aged 85. 


Trevaskis, Albert Roy ™ East Pittsburgh, Pa.; West- 
ern Pennsvivania Medical College, Pittsburgh, 1903; 
on the honorary staff, Columbia Hospital, Wilkins- 
burg; past-president of the Rotary Club; died Nov. 
7. aged 85. 


Trueblood, Donald Vaughn © Seattle; Johns Hop- 
kins University School of Medicine, Baltimore, 
1915; member of the founders group of the Amer- 
ican Board of Surgery; fellow of the American 
College of Surgeons; veteran of World War I, past- 
president of the Seattle Surgical Society; associated 
with the Providence, Maynard and King County 
hospitals; died Nov. 11, aged 69. 


Ullrich, Russell William % Mount Clemens, Mich.; 
University of Michigan Medical School, Ann Arbor, 
1917; member of the American Association of Rail- 
road Surgeons; American Academy of General 
Practice, Association of Military Surgeons of the 
United States, and the Industrial Medical Associa- 
tion; associated with St. Joseph Hospital; died 
Nov. 12, aged 65. 


Van Ness, Julius Mellville “ San Marcos, Texas; 
Memphis (Tenn.) Hospital Medical College, 1903; 
past-president, Hays, Blanco Counties Medical So- 
ciety; veteran of World War I; died Oct. 9, aged 82. 


Waring, Mary Fitzbutler, Chicago; Louisville (Ky.) 
National Medical College, 1898; Chicago Medical 
School, 1923; formerly a public school teacher; 
died Nov. 5, aged 86. 


Wilson, John Crofford, Willcox, Ariz.; Central Col- 
lege of Physicians and Surgeons, Indianapolis, 1903; 
veteran of World War I; formerly mayor of Will- 
cox, city health officer, county health officer, school 
physician, and physician for the Southern Pacific 
Railroad Company; died in the Tucson (Ariz.) 
Medical Center Nov. 11, aged 79. 


Wright, Oscar Reilly, Huron, $. D.; Rush Medical 
College, Chicago, 1893; an associate member of the 
American Medical Association; died in St. John’s 
Hospital Nov. 8, aged 90. 


Woodbury, Harry Ernest “ Akron, Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1915; member of the Ohio National Guard during 
World War II; veteran of World War I; member 
of the American Academy of General Practice; on 
the staffs of the Akron General and Children’s 
hospitals, and the City Hospital, where he died 
Nov. 3, aged 71. 
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AUSTRIA 


Congenital Hip Dislocation.—At the meeting of the 
Society of Physicians in Vienna on Noy. Ll, Dr. K. 
Chiari reported on a new surgical technique for a 
plastic operation on the roof of the acetabulum in 
patients with congenital dislocation of the hip. This 
operation has the advantage over that devised by 
Spitzy and Lance in that a good roof formation 
without bone grafting is possible and the function 
of the hip can be normalized simultaneously. The 
new operation consists of an osteotomy of the pelvic 
girdle above the hip and of a medial displacement 
of the whole hip joint. A transverse narrowing re- 
sults from the operation which might become a 
handicap in the event of a delivery. The fact that 
this operation has been performed in various clinics 
in this country as well as abroad makes it necessary 
to inform obstetricians about the difficulties which 
may arise if a patient operated on in this manner 
becomes pregnant. 


Synthetic Oxytocin.—At the same meeting Baum- 
garten and Watzek stated that they studied the 
effect of a synthetic oxytocin (Syntocinon) on the 
mammary gland. The drug in the form of a nasal 
spray was used to prevent mastitis. It produced the 
normal “let down” of breast milk in all patients 
who had had retention of milk. The onset of the 
effect of the nasal spray occurred within three to 
five minutes after application. The drug was used 
495 times in 245 patients and resulted in an increase 
in the milk supply by about 26%. A control series 
of 645 patients was given no Syntocinon. This treat- 
ment is indicated if the coming in of the milk is 
associated with pain, there is local retention of 
milk, or puerperal mastitis occurs. The best time 
for administration is just before the second and fifth 
nursing period of the day. In those patients in 
whom the drug was given prophylactically, forma- 
tion of rhagades of the nipples rarely occurred. 
The drug may also be given intramuscularly. 


BRAZIL 


Visceral Leishmaniasis.—Dr. Victor Nussensweig 
(Revista de medicina e cirurgia de Sdo Paulo, 
July, 1958) studied the sensitivity and specificity of 
the complement fixation reaction (CFR) in viscer- 
al leishmaniasis with tubercle bacilli antigen using 
a quantitative method. He concluded that the sensi- 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


tivity of this reaction is high, as it was negative 
only twice in a group of 91 patients with known 
leishmaniasis whose serums were tested before spe- 
cific treatment was started. Serum reactivity was 
often high. In almost 70% of the patients the titer 
was gereater than 1:100 (median 1:188.7). In a 
group of patients who were being treated when a 
blood sample was taken, the reaction was negative 
in only one. The CFR was more sensitive than the 
aldehyde test. In 64 patients both reactions were 
made simultaneously. The CFR was positive in 63 
and the aldehyde test in only 36 patients. The 
titers of aldehyde-positive serums were significant- 
lv greater than those of the aldehvde-negative se- 
rums. The specificity of the CFR was also studied. 
Some low-titer reactions were observed in patients 
with mucocutaneous leishmaniasis and chronic try- 
panosomiasis. In three patients with acute trypano- 
somiasis the titer was high. Clinical and laboratory 
data, however, gave an easy differential diagnosis. 
A small proportion of the serums from apparently 
normal persons reacted with the tubercle antigen. 
Titers were, however, much lower than in those 
with leishmaniasis. 


Sexual Problems in Prison.—Dr. P. A. Prado was 
installed as fellow of the Medical Academy of Sao 
Paulo after presenting a work on sexual problems 
in prison. Visits of the wives in the prison, period- 
ical day off for prisoners to visit their homes, gen- 
eral measures aiming at the decreasing of libido, 
and the residence of the delinquents with their 
families in convict-settlements were among. the 
measures proposed by Dr. Prado. He concluded 
that the ideal solution might be found in sexual 
education, technical labor, religion, music, and 
various kinds of entertainment. 


DENMARK 


Sudden, Unexpected Deaths.—Professor H. Gorm- 
sen (Nordisk medicin, Sept. 25, 1958) stated that 
barely 5% of all the deaths in Denmark are sudden 
and unexpected. These come under four headings 
according as they are due to natural causes, sui- 
cide, accident, or homicide. Under the first head- 
ing heart disease accounts for about 60% of all such 
deaths, and it is remarkable how many _ persons 
under 40 die of coronary thrombosis without pre- 
monitory signs. In many such cases the only warn- 
ing has been abdominal pain misinterpreted as 
cholelithiasis, gastritis, or peptic ulcer. A growing 
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number of sudden, unexpected deaths are due to 
lung cancer. Under the heading accident, carbon 
monoxide poisoning is an important cause of sud- 
den, unexpected death. About 25% of all the deaths 
due to this cause in Copenhagen were accidental. 
To reduce the frequency of such deaths, the sug- 
gestion has been made that cooking gas should be 
detoxicated with regard to its carbon monoxide 
content, but the gas authorities have objected that 
this would raise the cost of such gas too much. 


Vaginal or Abdominal Hysterectomy?—At a meeting 
of the Danish Gynecological and Obstetrical So- 
ciety, Drs. O. Backer and K. Kristoftersen ( Nordisk 
medicin, Oct. 30, 1958) compared 99 vaginal hys- 
terectomies (for prolapse, metrorrhagia, and small 
fibroids) with 110 abdominal hysterectomies (for 
large fibroids, inflammatory conditions, and malig- 
nant disease). A follow-up examination from one 
and one-half to two and one-half vears after the 
operation on 90 of the patients with vaginal and 
84 of those with abdominal hysterectomies showed 
that after the latter only 7 had slight, symptomless 
descent of the vagina. Vaginal hysterectomy on the 
other hand was followed by objectively demon- 
strable descent of the vaginal wall in 39 patients, 
by more or less troublesome prolapse of the vagina 
in 25, and by prolapse so serious as to require re- 
operation in 14. Another speaker argued that vag- 
inal hysterectomy had come into favor at a time 
when abdominal hysterectomy could. still be  re- 
garded as a comparatively risky operation, whereas 
it was so no longer. In a recent series of 496 con- 
secutive abdominal hysterectomies at the Bispe- 
bjerg hospital, there had been only one operative 
death. Since then nearly 200 such operations have 
been performed at this hospital without a single 
death. Hence the conclusion that, though the vag- 
inal operation may still be performed under certain 
conditions, the indications for it have become lim- 
ited. 


Periarteritis Nodosa.—In the experience of the Rigs- 
hospital in Copenhagen, where there have been 
17 cases of periarteritis nodosa in the last 10 years, 
this disease is not rare and may be on the increase. 
Dr. Frede Bro-Rasmussen (Ugeskrift for lager, 
Nov. 6, 1958) stressed the polymorphous character 
of this disease, for cases can be found in every de- 
partment of a general hospital, sometimes reterred 
from one to the other in the process of diagnosis. 
The notion of a specific cause having been aban- 
doned, this disease is now grouped among the 
collagenoses, with connective tissue changes in a 
great variety of organs, including the skin, heart, 
and kidneys. It may provoke prolonged and _ vari- 
able fever, a high sedimentation rate, lassitude, 
loss of weight, a moderate degree of neutrophilia, 
and hypergammaglobulinemia. The prognosis is 
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poor, and spontaneous recoveries are rare. The 
successes claimed for various symptomatic treat- 
ments may simply reflect the spontaneous remis- 
sions occurring in the course of this disease. ACTH 
and such 11-oxysteroids as prednisone have seemed 
to be effective in some patients. 


Renal Biopsies.—Drs. C. Brun and F. Raaschou 
( Ugeskrift for lager, Nov. 13, 1958) classified the 
sequelae of over 500 renal biopsies and compared 
their findings with the remarkably similar findings 
of Kark and co-workers in Chicago. The most com- 
mon sequela in the Danish series was macroscopic 
hematuria observed in 7.9%, followed by pain in the 
loins in 7%. Among the 96 cases examined post mor- 
tem within six months of the renal biopsy were 23 
in which the site of the biopsy could be located 
(usually a circular defect on the surface of the kid- 
ney about 2 mm. in diameter). No laceration of 
kidney tissue was found, but in 24 cases there was 
a small hematoma in the fatty capsule of the kid- 
ney. Though the Danish series suggests that this 
operation is Comparatively safe, with little risk of 
serious complications, its practice should be con- 
fined to those hospitals in which there is wide ex- 
perience with it. 


Medical Journalism.—Dr. Mogens Fog, editor of the 
weekly journal of the Danish Medical Association, 
Uveskrift for lager, in Nordisk medicin for Nov. 20, 
wrote a little enviously of his colleagues in the 
United States and the United Kingdom where the 
population is so large that every specialty has its 
own publication. There the editor has only to pre- 
sent a specialist author to a group of fellow special- 
ists or would-be fellow specialists, but in the Scan- 
dinavian countries there are only the journals of 
the respective medical associations, the conglom- 
erate weekly, Nordisk medicin, and the various 
“Actas.” Dr. Fog toyed with and then dismissed 
emphatically the notion that the problem of keep- 
ing every one up to date in every field of medicine 
could be solved by the issue of publications of the 
Reader's Digest type. Better to face the facts that, 
in the case of Denmark, the editor has to cater to a 
medical world of which about 33% is composed of 
specialists, 40 to 45% of general practitioners, and 
the rest chiefly of research workers. For each of 
these groups the discriminating editor may find 
something of interest. 


FRANCE 


Acute Radiation Syndrome.—In mid-October, due 
to an accident at the nuclear research center in 
Vinca, Jugoslavia, six persons were subjected to an 
estimated radiation level of 450 to 5,000 r of gamma 
radiation (sufficient to destroy the bone marrow). 
They were sent for treatment to the Hopital Curie 
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in Paris, where they were found to have an acute 
radiation svndrome. Some of their symptoms were 
due to the destruction of the hematopoietic tissues, 
resulting in a progressive disappearance of the 
cellular elements of the blood. Others were caused 
by destruction of the digestive and respiratory 
mucosa complicated by infection and hemorrhage. 
Therapy consisted chiefly of a diet rich in vitamins, 
transfusions of whole blood and of concentrated 
erythrocytes and platelets, and antibiotics. A new 
treatment, the transplantation of bone marrow cells 
from a donor, also was tried. The immediate results 
were most encouraging but the future of such trans- 
plants is still unknown. A homograft or heterograft 
of bone marrow never succeeds in a normal lab- 
oratory animal because the graft is destroved by 
the antibody producing cells. Massive irradiation. 
however, inhibits antibody production and there- 
fore transplants under such conditions have a 
greater chance of survival. In the case of the Jugo- 
slavian scientists the leukocyte counts after the 
bone marrow transplants increased from 30 to 6,000 
per cu. mm. and the platelet counts from a few 
hundred to 165,000 per cu. mm. This effect may 
have been due to a hematopoietic stimulation rather 
than to a permanent replacement of functioning 
bone marrow. 


INDIA 


Resection in Pulmonary Tuberculosis.—]. S. Karan- 
wal and co-workers (Indian Journal of Surgery, vol. 
20, August, 1958) reviewed 75 consecutive resections 
for pulmonary tuberculosis on 75 patients (46 were 
male and 29 were temale). The youngest patient 
was 9 and the oldest 50, while 50% were between 
20 and 29 vears of age. The tvpe of parenchymatous 
disease was destroved lung in 15, destroved lobe in 
13, cavities in 31, bronchiectasis in 7, bronchosteno- 
sis in 1, and in 6 the operation was performed after 
a thoracoplasty failed. Three had double indica- 
tions; two had a solid focus associated with a cavity; 
and the third had a cavity and bronchostenosis. The 
incidence of destroyed lung or lobe and cavities 
was higher in females than in males and there was 
no bronchiectasis in females. The more severe forms 
of the disease were more commonly seen in females. 
All had received prolonged medical treatment which 
failed to arrest the disease. Only 25% did not show 
any disease in the residual lung on plain roentgeno- 
grams; 50% had negative sputum preoperatively and 
only four were operated on within the original con- 
tinuous antimicrobial treatment. Seventeen of the 
31 patients with cavities and 3 of the 6 in whom 
thoracoplasty had failed had open cavities and 
positive sputum. The operations included 25 pneu- 
monectomies, 45 lobectomies, and 8 segmental 
resections. Four were emergencies; one for recur- 
rent hemoptysis and three for toxemia. Of the fe- 
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males, none had a segmental resection; 13 of the 
25. pneumonectomies were performed on females 
and 12 on males. Thus more females had the more 
serious procedures performed on them. Three pa- 
tients had two resections each, the second operation 
being performed for a bronchopleural fistula. 

In only 35 patients could antimicrobial treatment 
be started a month before the operation. There 
were 10 postoperative deaths, all in females. The 
patients died within six weeks of operation—two of 
cardiac arrest, two of cerebral anoxia, three of 
shock, one of a vascular accident, one of a pul- 
monary embolism, and one of a transfusion reaction. 
There were six late deaths—two of respiratory in- 
sufficiency, and one of severe hemoptysis, and three 
due to unrelated causes. Complications after oper- 
ation included vascular accidents in three, bronchial 
leaks in five, fistulas with empvema in six, empyema 
without fistula in three, reactivation in one, contra- 
lateral aspiration lobular collapses in five, psychoses 
in two, damage to the thoracic duct in one, and 
hemothorax in one. All the six fistulas with empvema 
and three of the five simple leaks developed in 
patients who were receiving effective antimicrobials 
prior to operation. Of the 59 survivors, 57 were 
followed up tor six months to two and one-half 
vears. Spread or reactivation occurred in two pa- 
tients and two developed nontuberculous infection 
of the postresection thoracoplasty space; 70% of 
these were in a satisfactory state when last seen. 


Hypertension.—H. KR. Singh (Current Medical Prac- 
tice, vol. 2, October, 1958) analyzed a series of 50 
patients with hypertension. The maximum number 
of patients fell in the age group of 41 to 50 and the 
next in the age group 51 to 60. No patient was be- 
low the age of 15 vears; 16% were female and $4% 
were male. This greater preponderance in men may 
be due partly to the greater hospital attendance of 
men as compared to women. Fourteen were vege- 
tarians and 36 were used to a mixed diet. The vege- 
tarians remained mostly on a rice diet. Fourteen 
were businessmen, 11 were farmers, 8 were teach- 
ers or students, 7 were housewives, 7 were laborers, 
2 were secretaries, and 1 was a public servant. The 
various symptoms for which treatment was sought 
were giddiness, headache, palpitations, dyspnea, 
insomnia, nervousness, irritabilitv, throbbing in the 
head, inability to concentrate, lassitude, anasarca, 
loss of appetite, distention of the abdomen, edema 
of feet, tinnitus, diminution of vision, precordial 
pain, hematuria, hemoptysis, hematemesis, epistaxis, 
and polyuria. 

Giddiness was present in 6° of those with hyper- 
tensive heart disease and cerebral thrombosis and 
in 6% of those with hypertension with no enlarge- 
ment of the heart. Of those with hypertensive heart 
disease and congestive failure, 8% had giddiness. 
Headache was common in those with uncompli- 
cated hypertension. Palpitation was common in 
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those with hypertension associated with congestive 
heart failure. Dyspnea was present in 26% of this 
group and anasarca in 14%. The maximum systolic 
pressure recorded in this series was 290 mm. Hg 
(average 185) and the maximum diastolic pressure 
was 160 mm. Hg (average 114). Enlargement of the 
heart was found in 80% of these patients, the second 
aortic sound was accentuated in 60%, and systolic 
murmur was heard in the mitral area in over 42%. 
Ophthalmoscopic examination revealed the presence 
of hypertensive retinopathy in nine patients. The 
urine was normal in 28% and the rest showed vari- 
ous grades of albuminuria; 18% had casts in urine. 
Although clinically enlargement of the heart was 
seen in only 80% of the patients, a roentgenogram 
showed an enlarged left heart in 88%. An electro- 
cardiogram was obtained in 14 patients. Of these 
2 were normal, 1 showed left axis deviation, 10 had 
evidence of left ventricular strain, and 1 had left 
bundle-branch block. The average blood urea level 
was 30.14 mg. per 100 cc. In patients with hyper- 
tensive heart disease, hypertensive heart with con- 
gestive failure, and hypertensive heart with renal 
failure it went up to 44.4, 62, and 77.6 mg. per LOO 
ce. respectively. There were seven deaths in this 
series—three of congestive heart failure, one ot 
uremia, one of cerebral thrombosis, one of severe 
anemia, and one of right apical tuberculosis. The 
rest responded well to therapy. 


Effect of Splenectomy on Lymphopoiesis.—C. \1. 
Rangam and co-workers (Indian Journal of Medical 
Sciences, vol. 12, October, 1958) studied the effect 
of splenectomy on circulating lymphocytes and the 
lvmphoid tissue. Albino rats were divided into four 
groups. Total splenectomy was performed on two 
groups; in the third, only the omentum was mechan- 
ically handled after laparotomy; and the fourth 
group served as a control. In the first group the 
lvmphoid tissue from the neck, thorax, axilla, and 
groin was collected at the height of leukocytosis 
after splenectomy and in the second group it was 
collected after the ninth week, when the peak of 
leukocytosis had passed. Total differential 
counts were made in all animals before and at vary- 
ing intervals after operation. An increase in the 
number of leukocytes was noticed six hours after 
splenectomy, reaching a maximum by the end of 
the first week, after which the number started de- 
clining but was still higher than normal after the 
ninth week. This leukocytosis was due to an increase 
in both granulocytes and monocytes. In the third 
group the leukocytes showed a slight rise four 
weeks after operation and returned to normal by 
the seventh week. This rise was insignificant as com- 
pared to the leukocytosis in splenectomized animals. 
There were negligible fluctuations in the number of 
leukocytes in the control group. The normal lymph 
node in a rat is only a collection of lymphocytes 
within a delicate capsule without any differentiation 
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into cortex and medulla. In splenectomized rats, a 
definite follicular pattern with prominent germ cen- 
ters could be seen and indicated a state of hyper- 
plasia. In the second group where the lymphoid 
tissue was examined after nine weeks, the histo- 
logical findings had reverted to normal. Thus the 
number of circulating lymphocytes was found to be 
more than doubled after splenectomy. The spleen 
probably controls the number of circulating lym- 
phocytes by its action on lymphoid tissue as sug- 
gested by the rise of lymphomononuclear cells and 
the hyperplasia of lymphoid tissue after splenec- 
tomy. 


NEW ZEALAND 


Experimental Lung Transplantation.—Dr. Borrie 
(Proc. Univ. Otago M. School 36:32, 1958) reported 
that, although previous experiments on excision 
and reimplantation of the left lung in sheep showed 
that immediately after operation there was a meas- 
urable oxygen uptake by the reimplanted lung, no 
animal survived more than six days. Death was 
most commonly due to pulmonary infarction. As 
this could have arisen in either the pulmonary art- 
ery or veins its origin, cause, and means of preven- 
tion were further investigated by studving separ- 
ately the effects of division and resuture of each of 
these components. After mduction of anesthesia 
and performance of differential bronchospirometry, 
thoracotomy was performed on the left. The left 
pulmonary artery was isolated, divided, and resu- 
tured. All eight animals survived operation. Pre- 
operative measurements had established the func- 
tion of both lungs, the right absorbing more oxygen 
than the left. Immediate and late postoperative 
bronchospirometry showed that the proportionate 
oxvgen uptake of the left lung was unaltered 
by the operation. Autopsy confirmed patency of 
the left pulmonary artery and revealed a soundly 
healed anastomosis with no evidence of intravas- 
cular clotting or obstruction. It was concluded that 
division and resuture of the left pulmonary artery 
is feasible without interfering with the ability of 
the left lung to take up oxygen. These results fur- 
ther suggest that the problem of intravascular clot- 
ting after lung excision and reimplantation is not 
arterial. 

Another problem investigated was the question 
of the ligation of the left bronchial artery (Proc. 
Univ. Otago M. School 36:31, 1958). Previous ex- 
periments had shown that in the course of lung 
transplantation involving division of all hilar struc- 
tures, the left bronchial artery proved too small for 
resuture and was therefore ligated. Through the 
left intercostal thoracotomy the left main bron- 
chus was isolated, the bronchial artery was ligated, 
and the wound was closed. Immediately after op- 
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eration differential bronchospirometry was repeat- 
ed, and again two months later, after which the 
sheep was killed and the lungs examined micro- 
scopically. The experiment was performed on six 
animals, none of which died during operation. 
Preoperative spirometry had established the normal 
oxvgen uptake of each lung. Immediately after op- 
eration, and with the animal still anesthetized, the 
total oxvgen uptake was reduced, but the left 
lung:right lung oxvgen absorption ratio remained 
unchanged. Two months after operation there was 
still the same proportionate oxygen uptake by the 
left lung, and the animals remained healthy and 
thriving. It was concluded that ligation of the 
bronchial artery has no measurable effect on the 
proportionate oxygen uptake either immediately or 
within two months of operation. 


Renal Hypertension and Polyuria.—Dr. \lcQueen 
(Proc. Univ. Otago M. School 36:8, 1958) reported 
further studies on the occurrence of gross poly- 
dipsia and polyuria in rats with unilateral renal 
ischemia. This phenomenon is related to the devel- 
opment of gross vascular changes in the originally 
intact kidney, changes which apparently occur 
more frequently in animals given 0.5% saline  so- 
lution to drink than in those given water. Of 168 
rats drinking 0.5% saline solution and observed for 
four weeks, 27 (16.1%) developed polvdipsia, 
i. e., fluid intakes more than three times those of 
the control period. Of 48 animals drinking water, 
only two (4.2%) developed polydipsia. Blood pres- 
sures were not significantly different in the two 
groups. The kidneys of 51 animals, 15 of which had 
shown polydipsia ranging from 91 to 348 ml. per 
day (mean 157), were examined. The originally 
intact kidneys of these 15 animals showed the 
changes characteristic of malignant hypertension. 
Glomerular necrosis was present in all, varying 
from patches of local necrosis or large areas of 
coagulation necrosis to hemorrhagic infarction of 
the glomerulus. In 13 of the 15 polydipsic animals, 
arteriolar necrosis was present. in most cases to a 
gross degree. Changes in the kidney originally 
rendered ischemic were also in general somewhat 
more severe in the polydipsic group than in the 
rest, but in several animals showing histological 
changes of malignant hypertension in the kidney 
not operated on, changes in the kidney operated 
on were mild. Contrariwise gross ischemia in the 
kidney operated on was often found in the ab- 
sence of polydipsia or of severe vascular damage in 
the originally intact kidney. The degree of ischemia 
in the kidney operated on was not a factor influenc- 
ing the production of the polydipsia syndrome 
which was, however, clearly correlated with the 
vascular changes in the originally intact kidney. 
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NORWAY 


Penalty for Fictitious Prescriptions.—According to 
law prescriptions are as a rule drafted in the name 
of the person for whom the prescribed drug is in- 
tended. The inclusion of the words “as a rule” in the 
dratting of the above sentence indicated the possi- 
bility of exceptional circumstances. When, for exam- 
ple, a physician prescribed for a venereal disease 
patient he might use a fictitious name. This loop- 
hole was designed for the bona fide relationship of 
patient and physician and not for any conspiracy to 
subserve the cravings of a drug addict. Between 
autumn, 1955, and spring, 1957, a physician issued 
prescriptions for certain narcotics to a woman whom 
he knew had undergone a course of treatment for 
the relief of drug addiction. Several of the prescrip- 
tions he had given her were made out to a fictitious 
person. In his defense he quoted the above-men- 
tioned loophole, adding that no penalty had been 
provided for such juggling with names on a medical 
prescription. This defense being rejected by a lower 
court, he appealed to a higher court, which re- 
jected his appeal and imposed a sentence of 30 
davs. 


Medical Impostors.—It might be supposed that. in 
such a small country as Norway, with a population 
under 4 million, human relationships would be so 
transparent that there could be no opening for 
bogus physicians. Recent events have challenged 
this assumption, and steps are being taken to pro- 
tect the public from such impostors. Druggists are 
enjoined to bring prescriptions by lavmen posing as 
physicians to the notice of the authorities, and the 
persons responsible for editing telephone directories 
are directed to scrutinize the credentials of new- 
comers who claim the title of physician. The own- 
ers of buildings used as offices by physicians must 
subject would-be tenants thereof to the same scru- 
tiny to make sure of their medical qualifications. 
The head of the Public Health Service warned 
hospital administrators to make sure that all the 
medical members on their staffs are bona fide 
physicians. He issues a vearly list of the duly quali- 
fied physicians, dentists, and veterinarians which 
serves as a guide for pharmacists. County health 
officers also keep a list of the duly qualified physi- 
cians in their counties. 


Neurasthenia.—Prof. O. J. Broch (Tidsskrift for den 
norske leegeforening, Nov. 15, 1958) made a statisti- 
cal analysis of a series of 94 patients with neuras- 
thenia. There was a 1:6 ratio of men to women, and 
the age group 40 to 70 was most heavily involved. 
The divorce rate in this series was higher than that 
of the general population. In about 47 the duration 
of the svndrome was five years or more. While the 
pain was usually precordial, there were several 
patients in whom it was referred to the abdomen. 
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However dramatic the descriptions of it, the pain 
was rarely violent, and it was often associated with 
a cutaneous tenderness demonstrable by pinching 
a fold of the skin, preferably with the help of an 
algesimeter that measured the pressure required to 
elicit pain. About 46 patients volunteered the infor- 
mation that the pain was associated with a feeling 
of anxiety, and there were several admissions to 
hospital with a tentative diagnosis of myocardial 
infarction. Of the 19 operations which had been 
performed on these patients, 7 were on the internal 
reproductive organs and 5 on the appendix. Psycho- 
therapy rather than digitalis, nitroglycerine, or 
bishydroxycoumarin is indicated, and the physician 
should avoid terms calculated to give a false im- 
pression of heart disease. The judgment and _atti- 
tude of physicians probably have more influence 
on the prognosis than in any other psychogenic 
disease. 


Tetanus.—Two original articles and an editorial on 
tetanus in Tidsskrift for den norske laegeforening 
(Dec. 1, 1958) stressed the fact that, although 
tetanus is a preventable disease, it continues to take 
a yearly toll of about 10 deaths in Norway. Dr. R. 
Jorde reviewed a series of 78 patients treated at 
the Bergen City Hospital between 1913 and 1957, 
with 24 deaths. Most of the infecting injuries had 
been so slight that a physician had not been con- 
sulted for them. With one exception, comparatively 
large doses of antitetanic serum were given, sup- 
plemented by sedatives and wound revision as 
required. In the second article, Dr. P. Kolstad, writ- 
ing from the Vestfold Central Hospital, pleaded for 
more team work, preferably on the surgical service 
of the hospitals. Formerly it was customary to 
admit the patient to the medical service where he 
was given antitetanic serum. Now he is likelv to 
fare better if he comes to a surgical unit whose staff 
includes a specialist in anesthesia. Here, in the 
acute ward, the patient can be given the benefits of 
team work. The editorial urged active immunization 
in childhood in conjunction with diphtheria and 
whooping cough immunization. 


Chloroquine for Arthritis.—Drs. Stuart and Aukland 
(Nordisk medicin, Dec. 4, 1958) gave Resocin 
(chloroquine phosphate and diphosphate and Niva- 
quine) to 58 patients who had chronic rheumatoid 
arthritis. The dosage was 1 tablet (0.25 Gm.) three 
times a day for four to seven days, then 1 tablet 
twice a day for about two weeks, then | tablet once 
a day for about a month, and then a maintenance 
dose of 2 to 4 tablets a week. After the withdrawal 
of 13 cases as irrelevant to an estimate of the action 
of this drug, there remained 45 patients (8 men and 
37 women) whose ages ranged from 29 to 80 years 
and who represented all the stages and forms of the 
disease. It had lasted from 5 weeks to 40 years 
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(average about 10'2 years). These patients were 
classified in four groups according to the severity of 
the disease, with the bedridden (6) at one end and 
the comparatively well (3) at the other. Clinical 
findings were correlated with the sedimentation 
rate whose frequent concordance emphasized the 
reliability of both. The duration of the disease had 
apparently not affected the outcome, and the pa- 
tients to benefit from this treatment were often 
those who began to react well to it after it had been 
given for three or four days. Of the eight who aban- 
doned it on account of side-effects, seven com- 
plained of nausea. A rash, usually on the face, 
developed in seven. These and other side-effects 
invariably passed off quickly after the drug was 
withdrawn or its dosage was reduced, and no 
serious side-effects were referable to bone marrow 
or liver. Thirty-three patients showed subjective 
and 21 objective improvement. Several became 
worse when the dosage was reduced, only to im- 
prove when it was increased. The authors con- 
cluded that chloroquine may be tried in chronic 
rheumatoid arthritis on a level with other anti- 
rheumatic agents. 


SWEDEN 


Oral Treatment of Diabetes.—In the past six months 
35 diabetics were treated with chlorpropamide 
(Diabinese), on whose action Dr. B. Andersson 
reported in Svenska ldkartidningen for Nov. 7. At 
first 2 tablets were given daily after breakfast. Later 
this dosage was halved, and then only half a tablet 
was given with the possibility in mind of an even 
greater reduction. It was on the 2-tablet dosage that 
the only case of damage (apparently transient) to 
the liver was observed. With this complication in 
mind, Andersson does not vet recommend chlorpro- 
pamide for general use nor without close supervi- 
sion. The initial dose should not exceed 500 mg. 
(1 tablet), and the maintenance dose should be 100 
to 250 mg. Dietetic precautions should never be 
relaxed. 


Tuberculosis and Sarcoidosis Rates.—In Sweden the 
periodic medical examinations for the fighting serv- 
ices cover the same ages and geographical areas 
from vear to year and so can throw light on the 
comparative frequency of tuberculosis at different 
periods. Dr. $. Wallgren (Nordisk medicin, vol. 60, 
1958) prepared a table showing the number of cases 
of active pulmonary tuberculosis and of pulmonary 
sarcoidosis discovered in these services from 1950 
to 1957. In 1950 there were 1.12 cases of active 
tuberculosis per 1,000 persons examined, whereas 
in 1957 this figure was down to 0.48. Between the 
same vears the findings of pulmonary sarcoidosis 
were remarkably uniform, with 0.33 per 1,000 in 
1950 and 0.39 in 1957. The dissimilarity of the 
steeply falling tuberculosis rate and the almost flat 
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sarcoidosis rate is of interest alike to the believers 
and dishelievers in an etiological identity of the 
two. The change in their relative frequency is 
emphasized by the facts that in 1950 the ratio of 
pulmonary sarcoidosis to pulmonary tuberculosis 
cases was 30:100, whereas in 1957 it was 81:100. 
Wallgren found a similar state of affairs in the com- 
munity as a whole. His military surveys confirmed 
observations made in the United States that a corre- 
lation can be established between the prevalence 
of coniferous forests and pulmonary sarcoidosis, and 
he noted that, except for a few parks, every Swedish 
forest contains a mixture of pines. 


Diabetes and Pulmonary Tuberculosis.—During the 
period 1953-1954 a census of the diabetics in 
Kristianstad County showed that they numbered 
1,326 or 5.1 per 1,000 population, the figures being 
4.6 and 5.7 for males and females respectively. This 
rate rose with the patients’ age, being only 2.2 per 
1,000 in the age group 20 to 29 vears, whereas it 
was 19.3 in the age group 70 to 79. All but 56 of the 
1,326 diabetics underwent an x-ray examination of 
the lungs, and among the 1,270 thus examined, the 
pulmonary tuberculosis rate was 3.6%. The corre- 
sponding rate for the population as a whole was 
only 0.88%. Classification of the diabetics in 10-vear 
age groups showed that their tuberculosis rates 
were from two to five times higher than for non- 
diabetics. The tuberculosis rate for diabetics under 
50 was 5.9%, whereas for diabetics over this age it 
was only 2.7%. This age difference was still more 
marked (3.6 and 1% respectively) when only those 
requiring treatment for their tuberculosis were con- 
sidered. The more severe the diabetes, the higher 
the tuberculosis rate. It rose with the duration of 
the diabetes, being only 2.4% for the patients whose 
diabetes had lasted under 5 vears, whereas it was 
5.9% for those whose diabetes had lasted 10 vears 
or longer. In 43 of 46 patients with pulmonary 
tuberculosis this disease was diagnosed for the first 
time in patients known to be diabetics, and this 
supports the concept that it is the diabetic who 
develops tuberculosis, not the tuberculous patient 
who becgmes a diabetic. Silwer and Oscarsson, 
(supplement to Acta medica scandinavica) main- 
tained that, contrary to earlier beliefs, the prog- 
nosis for the tuberculosis of a diabetic need not be 
worse than that for a nondiabetic. 


Mastoiditis Rediviva.—Dr. G. Ewert (Svenska likar- 
tidningen, Nov. 28, 1958) stated that in a series of 
more than 2,200 patients with acute otitis media 
seen between 1950 and 1954 it was necessary to per- 
form a mastoidectomy in only 1%. In the three-year 
period 1955-1957 this rate rose to about 2%. The 
author believed that the patients now requiring 
mastoidectomy may represent different types of 
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disease, from the classic acute mastoiditis to the 
long drawn out case proving refractory to treat- 
ment and characterized by a marked tendency to 
form granulation tissue. Many such cases suggest 
that the sulfonamide or antibiotic given has not 
reached the foci of disease in a concentration high 
enough to be effective. Here the practice of giving 
these drugs by mouth under the occasionally absent- 
minded supervision of a layman may be to blame. If 
hearing or the normal appearance of the tympanum 
does not return in three to four weeks, or if a couple 
of relapses occur at short intervals, the patient 
should be hospitalized or at any rate seen by a 
specialist. 


UNITED KINGDOM 


Control of Status Epilepticus.—Taverner and Bain 
described a rigorously designed double-blind trial 
that demonstrated the efficiency of lidocaine hvdro- 
chloride as an anticonvulsant for the control of 
status epilepticus and serial epilepsy (Lancet 
2:1145, 1958). The principle adopted was to intro- 
duce either a 1 or 2% solution of lidocaine or a 
saline solution control into an intravenous saline 
solution drip immediately after a seizure and 
to measure the subsequent seizure-free interval. 
Twelve such injections constituted a test. The dose 
of lidocaine given in any one injection was 200 or 
400 mg. administered at a rate of not more than 100 
mg. per minute. The results showed that lidocaine 
has an anticonvulsant action and produces a sig- 
nificant lengthening of the interval between  sei- 
zures. The effect was of the graded variety, linearly 
related to the logarithm of the dose. The authors 
believed that with suitable modifications the method 
could be used not only to evaluate different anti- 
convulsants in status epilepticus but also to assess 
the effects of drugs in other illnesses where signs or 
symptoms recur at intervals. McWilliam controlled 
continuous convulsions in children by the intra- 
venous injection of a solution of diphenylhydantoin 
sodium in doses ranging from 25 to 500 mg. (Lancet 
2:1147, 1958). The drug was usually effective within 
10 minutes of injection, although in the more re- 
fractory cases a second injection was necessary. 
Diphenvlhydantoin given intravenously was_ su- 
perior to paraldehyde in terminating epileptic con- 
vulsions. No side-effects were observed. 


Remittent Insulin in Insensitive Diabetes.—Wells 
described a diabetic syndrome seen in Singapore, 
characterized by marked insulin insensitivity with 
periods of complete or partial remission (Brit. M. J. 
2:1328, 1958). A number of diabetics in this area 
showed extreme fluctuations in their insulin require- 
ments. Some of them needed 200 units of insulin 
daily for the control of glycosuria, yet in periods of 
remission they remained fit and well, with no 
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glycosuria, without insulin or any other treatment 
for their diabetes. This was in contrast to diabetics 
in Europe and North America who rarely needed 
more than 100 units daily. According to the author 
many of these insulin-insensitive diabetics in Singa- 
pore could be well controlled with such hypogly- 
cemic drugs as tolbutamide. 


Tests with Live Vaccines.—The possible advan- 
tages of live vaccines, as Prof. G. W. A. Dick and 
co-workers (Brit. M. J. Nov. 15, 1958) point out, 
are that they can be given by mouth, are cheaper 
to produce, and may give better protection. No 
illness definitely attributable to the use of attenu- 
ated poliovirus vaccines has so far been reported 
among thousands of persons who were observed 
carefully after vaccination in different trials with 
several different attenuated virus vaccines. This 
was encouraging; but nearly all natural poliomye- 
litis infections were mild or inapparent, and many 
of the people in the trial series were either im- 
mune before vaccination or their selection had not 
been ideally made. Unfortunately, the vaccine 
viruses undergoing trial had been shown to spread 
from vaccinated people to their associates. Some 
viruses regained virulence and paralyzed monkeys 
in which they were tested. For this reason it is 
unlikely that any country financially able to under- 
take a program with inactivated vaccines should 
use a live vaccine until it has been shown to be 
safe and to produce good protection. Attenuated 
vaccines might be used to supplement inactivated 
vaccines in the hope of eliminating wild viruses 
from the community, but not enough is known to 
explore this possibility. The use of attenuated vac- 
cines to control epidemics would involve the em- 
ployment of a virus the safety and effectiveness 
of which had not been adequately studied. There 
remains the possibility of using attenuated vaccines 
in countries that cannot afford inactivated virus 
vaccination programs, but this should be preceded 
by carefully controlled trials to define the limits 
of safety of the live vaccines. 


Suicide.—A recent survey in North London showed 
that married people, particularly those with chil- 
dren, are less prone to suicide than the unmarried. 
Men showed a higher suicide rate than women, 
and the liability to suicide increased with age in 
both sexes. The findings were given in the Medical 
World by Mr. Gavin Thurston who said the family 
physician could play a part in detecting the poten- 
tial suicide. A high divorce rate was accompanied 
by a high suicide rate. Poverty was not correlated 
with suicide; on the contrary, the rate rose in the 
higher income groups. In England and Wales the 
rate remained at about 11 per 100,000 yearly. Den- 
mark, with 23 per 100,000, showed the highest rate 
and Portugal, with 2 per 100,000, the lowest. Lone- 
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liness was a frequent causative factor. The decline 
of the suicide rate in time of war, when a nation 
is welded into a whole for the purpose of defeating 
an enemy, is significant. Suicides as seen by the 
coroner fell into three groups, the depressives, the 
emotionally unstable, and the social failures. De- 
pression was the basis of 75% of all suicides. It 
accounted for most cases of murder and suicide of 
a husband and wife. Here may lie some chance for 
preventive work. Any decline in the suicide rate 
is likely to be found in this group. Caution by 
physicians in the use of barbiturates would un- 
doubtedly reduce the rate. The depressive patient 
should never be given charge of his own barbitu- 
rates. They should be entrusted to a relative. Un- 
less there is agitation, it seems illogical that a 
person suffering from this kind of illness should 
be depressed further by sedation. 


Medical Television.—Closed-circuit television show- 
ings of surgical operations and clinical demon- 
strations at the scientific meetings of the British 
Medical Association will in future be private and 
confidential. The press will not be invited to at- 
tend, and reporters have been asked not to cover 
the programs. The association’s council laid down 
this policy to avoid the risk of embarrassment to 
the patients and hospitals concerned. The purpose 
of the demonstrations is the postgraduate educa- 
tion of the physicians attending the meetings. They 
are an extension of the confidential tuition which 
a medical student receives at the patient’s bedside 
in hospital during his undergraduate training. 


Incidence of Poliomyelitis.—Provisional estimates of 
the number of cases of poliomyelitis contracted in 
the first 45 weeks of 1958 showed a substantial fall. 
The number is the lowest since 1948. Figures for 
the first 45 weeks of recent years were: 3,354 in 
1956; 5,017 in 1957; and 2,015 in 1958. Of the 
2,015 cases reported, 1,358 were paralytic. This is 
about the usual proportion. Salk vaccine was used 
freely side by side with the English vaccine, and 
supplies are plentiful. 


Ventricular Septal Defect.—In an article in the Brit- 
ish Medical Journal of Dec. 6, a team of 12 workers 
from the Postgraduate Medical School of London 
reported on 21 patients with ventricular septal de- 
fects who were treated by open surgery with use of 
extracorporeal circulation. Of the 15 patients with 
ventricular defects as the sole lesions only 1 died. 
Of the four with an additional patent ductus ar- 
teriosus, two died. Another patient with a double 
defect also died, but one with a single ventricle sur- 
vived. As mentioned, one of the deaths occurred at 
operation when it was found impossible to ligate a 
large ductus arteriosus. The other three deaths 
occurred between 5 and 36 hours after operation, 
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and were similar in that sudden cessation of respi- 
ration followed a period of restlessness and low 
blood pressure. None of these patients had more 
than a slight fall in pulmonary arterial pressure 
after closure of the defect, and death might have 
been due to abrupt right ventricular failure. Two 
of these three had a moderate or large hemothorax. 
One was treated by open operation. At discharge 
from hospital three to six weeks after operation all 
these patients were active and well. The exercise 
tolerance was improved in most patients. 

These results agree with those of other workers 
in showing that closure of ventricular septal detects 
can be carried out, in special centers, as a routine 
surgical procedure with an acceptably low mortal- 
itv, in certain cases. The indications and contra- 
indications for operation have been outlined, but in 
assessing patients for operation it is necessary to 
detect additional lesions, and to determine whether 
a good hemodynamic response will result) from 
closure. The most important additional detect is a 
patent ductus arteriosus, for it renders perfusion 
impossible. This lesion was definitely diagnosed (by 
aortography) in only one of the four patients who 
had it, though it was considered in one other. The 
diagnostic difficulty may lie in the fact that in pa- 
tients with a ventricular septal defect the duct. is 
virtually functionless and therefore gives few direct 
signs. Support for this hypothesis was given by the 
absence of a thrill over the ductus at operation in 
three of the four patients, and by the findings in 
another patient in whom prior to aortography 2 ml. 
of indicator dve was injected into the aorta through 
a retrograde arterial catheter and no recirculation 
due to dye entering the pulmonary artery was 
found. At operation no change in right heart or 
systemic pressure was noted when the duct was 
ligated. One patient was found at operation to have 
severe aortic incompetence although clinically this 
was not diagnosed with certainty. 

Another problem is that of predicting which 
patients will achieve a substantial fall in pulmonary 
arterial pressure after closure. In this respect other 
workers have emphasized the importance of the 
actual level of pulmonary arterial pressure, but in 
the present series this was not helpful. The pres- 
sure should be considered in relation to pulmonary 
flow and the pulmonary arteriolar resistance should 
be calculated. The difficulty in voung children of 
measuring Oxygen consumption, among other fac- 
tors, makes the calculated resistance in many cases 
at best an approximation. It may turn out to be just 
as helpful to consider simply the oxvgen saturation 
in the pulmonary artery, which was over 80% in all 
the patients in this series whose pulmonary pressure 
fell after closure. It is necessary to consider all 
aspects in deciding for or against operation in bor- 
derline cases of patients with a high pulmonary 
resistance. No patient should be categorically de- 
nied operation if there is evidence of an appreciable 
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left-to-right shunt, but when the pulmonary resist- 
ance is high and the unfavorable features already 
mentioned are present a much higher operative 
mortality must be faced. It is clear from these 
results, however, that a number of patients who 
might in other centers be considered inoperable 
have had their defects successfully closed. 


Health Survey in General Practice.—A survey was 
made of the morbidity seen in general practice 
(Morbidity Statistics from General Practice, vol. 1, 
1958, Her Majesty's Stationery Office), based on the 
consultation between physician and patient and the 
diagnosis of the patient's complaint. Nearly 400,000 
patients were seen over a period of a vear by 17] 
physicians in more than 100 practices. The number 
of consultations reached nearly 1,500,000. Two rates 
were determined: the “consultation rate.” which 
measures the number of times a patient was seen 
by the doctors for a particular disease; and the 
“patient-consulting rate.” which is the number of 
patients suffering from a disease regardless of the 
number of consultations. The latter gave a truer 
picture of the amount of sickness in the community, 
because physicians differ widely in the number of 
consultations which they give to a patient for a 
particular illness. The survey showed that 30% of 
female and 37% of male patients on National Health 
Service lists did not consult their doctors during 
the vear under review. More patients under the age 
of 15 vears than over this age were seen but the 
elderly patient tended to be seen twice as often as 
the average child or voung adult. 

The number consulting their doctors for malig- 
nant disease was 5.2 per 1,000, corresponding to a 
total number of 230,000 patients with cancer under 
treatment throughout the country. The patient- 
consulting rate for psvchoneurotic disorders was 
45.7 per 1,000, which corresponds to a total of 2 
million patients under treatment, or 5% of the pop- 
ulation. For the common cold, the condition for 
which advice was most frequently sought, the 
patient-consulting rate was 81 per 1,000. This re- 
quired fewer consultations than bronchitis, which 
required the. most attention. This condition had a 
consultation rate of 261 per 1,000 and a patient- 
consulting rate of 65 per 1,000. Influenza came fifth 
on the list because in 1958 there was no serious epi- 
demic. 


Risks of Medical Treatment.—Medical treatment 
has its risks for the patient, the community, and the 
doctor according to Dr. Richard Asher in an ad- 
dress at the British Medical Association’s three-day 
scientific meeting in Southampton. In these treat- 
ment-conscious days we get the idea that for every 
illness there is a treatment. We are losing sight of 
the fact that there are some minor ailments that we 
may have to endure. Linked with this feeling, 
pointed out Mr. Ellison Nash, a London surgeon, is 
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the growing tendency for doctors to be sued by 
patients who failed to respond to treatment. More 
and more people tell their doctors they have heard 
about some new treatment and want to try it. It 
might be anything from radioactive cobalt to hypno- 
sis. Surgeons are particularly exposed to the risk of 
litigation by dissatisfied patients. Although it is 
wrong to scare the parents of a child about to 
undergo a major operation, the surgeon must pro- 
tect himself and make the parents aware that some 
risk is involved. In the treatment of older people 
especially, one of the risks of treatment must  in- 
clude the risks associated with staying in bed. 
Dr. Asher stated that he would prefer to be com- 
pletely honest with patients, but frankness often 
produces nothing but unhappiness. It always helps 
to leave people with a ray of hope. It is a pity that 
some deserving charity cannot dispense the useless 
pills and collect the money which now goes to 


quacks. 


Epidemic of Streptococcic Nephritis.—The poten- 
tially epidemic nature of nephritis is still not gen- 
erally recognized. Dr. T. George and co-workers 
described finding four cases of acute nephritis 
among 24 boys in a residential school who had suf- 
fered from acute pharyngitis 10 to 19 days previous- 
lv (Brit. M. J. 2:1381, 1958). Two months later 
seven of the boys. still harbored Streptococcus 
pyogenes tvpe 12, and red blood cells were found 
in the urine of five not previously considered to 
have renal involvement. Examination of children 
in neighboring schools showed that some of them 
harbored tvpe 12 or related strains of Str. pyogenes, 
and red blood cells and casts were found in some 
of the urine specimens. A year later further cases 
of nephritis were brought to light in the area. Let- 
ters were then sent to all the physicians in the 
county. This resulted in the discovery of another 48 
patients, mainly school children, many of them in- 
fected with type 12 streptococci. Another epidemic 
of nephritis was described by Drs. M. Plevdell and 
W. Turner-Hall. This was first observed in the 
children of a village school, and when all the physi- 
cians in the county were contacted 89 cases of 
nephritis occurring over a three-vear period were 
brought to light. Type 12 streptococci were re- 
covered from many of the patients. No association 
was noted between the distribution of nephritis and 
scarlet fever cases during the period under review. 
It was suggested that energetic measures be taken 
to prevent the spread of streptococcic infection, 
once an epidemic of nephritis has occurred, by ex- 
cluding children who might be carriers from school 
and by prophylaxis with phenoxymethyl penicillin. 


Deafness Following Maternal Rubella.—A national 
prospective inquiry into the effects of virus infec- 
tions during pregnancy was made by the Ministry 
of Health. Jackson and Fisch have made a sub- 
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sidiary investigation on some of the children from 
this inquiry whose mothers had rubella during the 
first 16 weeks of pregnancy ( Lancet 2:1241, 1958). 
The purpose of this investigation was to confirm or 
enlarge on the findings of the national inquiry by 
more detailed clinical examinations and extensive 
hearing tests in a selected group of children who 
survived to the age of 4 years. Fifty-seven children 
whose mothers had rubella during the first 16 weeks 
of pregnancy were examined and compared with 
57 whose mothers had no infection during preg- 
nancy. They were matched for age, sex, country of 
birth, maternal age, and parity. Hearing was tested 
for a wide variety of sounds, covering as many fre- 
quencies as possible. Voice tests were made, and 
hearing for spoken words and for speech sounds 
such as single consonants was tested. Pure tone 
threshold audiometry was performed in a sound- 
proof room, each ear being tested at octave fre- 
quencies from 128 to 8,192 evcles per second. 

The investigation revealed a general incidence of 
congenital deafness of 30.4% in the children of 
mothers who had rubella in the first 16 weeks of 
pregnancy. Deatness was unilateral in 36% of the 
children affected. The authors pointed out that, 
owing to the difficulty of calculating the exact 
commencement and duration of pregnancy, it would 
be wrong to conclude that deafness cannot result 
from rubella occurring outside the period under 
consideration. Deafness was previously undetected 
in 62% of the children. This indicates the import- 
ance of detailed hearing tests including audiometry 
in the diagnosis of rubella-induced deafness in 
voung children. Any child whose mother gives a 
history of rubella in early pregnancy, even if hear- 
ing appears to be normal, should be followed up 
until such time as audiometry can be performed to 
exclude the possibilitv of deafness. 


Dental Health of Schoolchildren.—Dr. May Mellan- 
by and co-workers conducted a 20-vear survey 
of the deciduous teeth of 5-vear-old schoolchildren. 
Inspections at the same or similar schools were made 
every two years since 1943. As a result of their 
study, based on the dental condition of 1,241 chil- 
dren (Brit. M. J. 2:1441, 1958}, thev concluded that 
the incidence and extent of dental caries declined 
from 1943 to 1947 but rose again until 1955, since 
when there has been little change. The percentage 
of carious teeth shown in the present survey was 
31.5 for both jaws. The highest incidence of caries 
was in the first and second molars of the lower jaw 
(62 and 72%) and the lowest in the canines of the 
lower jaw (7.8%). The proportion of carious teeth 
filled has increased from about 2.5 to 11.0% in the 
last 14 years. Although the percentage of teeth 
extracted varied to some extent from year to year, 
it was greater in 1955 and 1957 than at any previous 
dental inspection. This may represent improved 
dental care rather than any deterioration. Children 
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with black or dark brown stains had a smaller per- 
centage of carious teeth than the children with no 
stain or green stains. The reduction in dental caries 
over the last 20 vears was largely due to the more 
scientific nutrition of pregnant women and infants 
during the war and postwar rationing periods, 
when among other things the amount of calcium in 
the diet was increased. The subsequent freer choice 
of diet when cheaper foods, including cereals, were 
more easily obtainable, together with the reduction 
in the consumption of milk and cod liver oil, could 
account for some of the deterioration that occurred 
between 1947 and 1955. Another possible cause of 
the increase in dental caries in recent vears is the 
large consumption of iced fruit confections and 
drinks by young children. 


Staphylococcic Resistance to Antibiotics.—By 1957 
about 50% of all staphylococcic infection occurring 
in many hospitals was found to be resistant to peni- 
cillin, streptomycin, and tetracycline, so that erythro- 
mvcin and novobiocin had to be used more 
extensively. It is, however, well known that staphy- 
lococci develop resistance to the two latter anti- 
biotics more readily than to any other except 
streptomycin. Dr. Mary Barber and_ co-workers 
described a policy formulated by a hospital cross 
infection committee for the control of antibiotics 
in a large London hospital (Brit. M. J. 2:1377, 
1958). The essential part of the policy was the 
abandonment of penicillin except in certain wards 
of the hospital and the use of two antibiotics in 
combination whenever possible, and always when 
one was erythromycin or novobiocin. All staphy- 
lococcic infections in the wards of the hospital were 
studied bacteriologically for a year, six months be- 
fore the new policy was introduced and six months 
afterwards. The strains of Staph. pyogenes isolated 
were tested for sensitivity to penicillin, streptomy- 
cin, tetracycline, chloramphenicol, erythromycin, 
and novobiocin. Analysis of erythromycin-resistant 
and chloramphenicol-resistant infection showed 
evidence of cross resistance between these two 
antibiotics. Of 23 erythromycin-resistant strains, 11 
came from patients who had been treated with 
chloramphenicol. Eight of the erythromycin-re- 
sistant strains also showed resistance to chloram- 
phenicol. No such cross resistance was noted 
between erythromycin and novobiocin. Of 108 pa- 
tients treated with this combination none showed 
a staphylococcus resistance to erythromycin. 

This investigation emphasizes the danger of 
erythromycin-resistant infection becoming a hospital 
problem if the unrestricted use of erythromycin is 
permitted. Since there is cross resistance between 
this drug and chloramphenicol, combined treatment 
with these two antibiotics offers no solution. Com- 
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bined treatment with erythromycin and novobiocin 
seems more promising. If given together these two 
antibiotics delay the emergence of erythromycin- 
resistant staphylococci. No erythromycin-resistant 
staphylococci were isolated from the 108 patients 
treated with the combination. It is too soon, how- 
ever, to say whether this will do more than postpone 
the evil day. 


Vital Statistics.—In his annual review for 1957 the 
Registrar General states that the infant mortality, 
23.7 per 1,000 live births, is one of the lowest in the 
world. In Europe only the Netherlands and Sweden 
have lower rates. In five vears infant mortality has 
fallen by 20%. Some 70% of the deaths occur within 
the first month of life, and mortality from all causes 
is greater in boy babies than in girls. The birth 
rate has increased by 0.6 to 15.6 per 1,000 popula- 
tion, and is now the highest since 1950. Divorce 
has declined slightly (by 541 cases a vear). 

The death rate from tuberculosis is still falling. 
It is now 5,375 annually, representing a decline of 
17% for men and 20% for women, but this drop in 
the death rate is only in the age group from 16 to 
64. Above that age there has been little change. The 
incidence of new cases (88 per 100,000 population 
tor men and 55 for women) is the lowest yet re- 
corded. Mass miniature radiography picked up two 
cases of tuberculosis for every 1,000 persons 
examined, 

There were 18,186 deaths from cancer of the 
lung, an increase of about 5% over the deaths in 
1956. Deaths from leukemia, particularly myeloid 
leukemia, have increased. There were 57 per million 
for men and 47 for women. Deaths from accidents 
and violence have increased. There were 21,870 
deaths from this cause, an increase from 568 to 604 
per 1,000,000 men in four vears; the corresponding 
increase for women was from 298 to 383. Nearly 5% 
of all male deaths and 3.5% of all female deaths 
were due to violence, including car accidents, falls, 
and suicide. Deaths from car accidents rose by 
about 16%. Burns and scalds caused the deaths of 
215 men and 492 women. The high incidence in the 
latter was due to their more inflammable clothing 
catching fire from exposure to open fires, electric 
and gas fires, and stoves. 

There was a further increase in the number of 
deaths from coronary heart disease in both sexes. 
The figure was 47,809 for men and 28,515 for wom- 
en. This represents an increase of 2% over the 
previous year for both sexes. In 10 years the death 
rate from this cause has doubled; nearly 15% of all 
deaths are due to it. In 1957, the death rate was 
11.5 per 1,000 population compared with 11.7 for 
1956. 


~ 
| 


Vol. 169, No. 7 


165/745 


CORRESPONDENCE 


HISTOPLASMOSIS 


To the Editor:—In the Dec. 27, 1958, issue of THE 
JouRNAL, page 2272, the editorial concerning histo- 
plasmosis was both gratifying and disappointing. 
This is a disease known for 53 years, the knowledge 
of which has been accumulated in great part dur- 
ing the last 15 years. It is only recently that the 
significance of this illness has become evident and 
generally understood. This disappointing part of the 
editorial had to do with inaccuracies which tended 
to give false impressions, if not actually false in- 
formation, concerning the disease. The first of 
these had to do with the finding of the organism in 
soil contaminated with feces of chickens, bats, and 
pigeons. The inference gained from the editorial 
is that the organism has been found in_ bird 
feces and in this way contaminates the soil. So 
far there has been no laboratory proof of this. 
Extensive cultural studies of the feces of chickens 
have not revealed Histoplasma capsulatum. The 
way in which soil becomes contaminated with H. 
capsulatum is not understood, and the reason or 
reasons that there is a higher concentration of the 
fungus in soil that has been contaminated with 
bird feces, especially in the neighborhood of chick- 
en houses, are unknown. 

Histoplasmosis has not been found as a clinical 
disease in pigeons, bats, or chickens. In fact, at- 
tempts have been made to infect chickens and 
pigeons with intravenously given injections of H. 
capsulatum. The results of these studies have shown 
that the organisms may be recovered from the 
animals 5 to 10 days after infection by intravenous 
route, but there is no evidence of active disease. 
Amphotericin B was stated to be of questionable 
value in the treatment of histoplasmosis. Diificulty 
in evaluating this drug in clinical material is im- 
plicit in the nature of the disease because it is so 
frequently a benign self-limited infection. In two 
clinical types, however, its effectiveness has been 
shown, and these are the pulmonary cavitary and 
the acute disseminated forms of histoplasmosis. In 
addition to this, convincing evidence of the drug's 
effectiveness has been presented by several work- 
ers in experimentally infected animals. 

As correctly stated in the editorial, chronic pul- 
monary histoplasmosis is of particular significance 
since it so often mimics tuberculosis and may be 
treated as tuberculosis unless careful diagnostic 
studies are made. One pressing problem which was 
not touched on in the editorial was the significance 
of the disease in persons who have recently immi- 
grated into the endemic area after previous resi- 
dence in nonendemic areas. Another significant ob- 


servation has been the large number of coin lesions 
of the lung, suggesting carcinoma, which have 
proved to be lesions resulting from histoplasmosis. 
L. Baum, M.D. 
Veterans Administration 
3200 Vine St., 
Cincinnati 20. 


ANTIFOAMING TREATMENT OF 
PULMONARY EDEMA 


To the Editor:—From 1950 to 1954, studies were 
made at the Chicago Medical School and at Mount 
Sinai and Cook County Hospitals (Luisada, Circu- 
lation 2:872-879 [Dec.] 1950; Luisada and others, 
ibid. 5:363-369 [March] 1952; Luisada, and Cardi, 
Circulation Res. 3:510-513 [Sept.] 1955; and Weyl, 
Illinois M. J. 108:265-269 [Nov.] 1955), dealing with 
antifoaming or defoaming treatment of acute pul- 
monary edema. A method of treatment was de- 
scribed, based on the use of ethyl alcohol-oxygen 
vapor inhalation through either an oxygen mask or a 
nasal tube. The experiments were first conducted in 
animals with experimental pulmonary edema, then 
in patients with this clinical condition. The re- 
sults were excellent, so that later this treatment 
alone was used in several cases and there was no 
need to use any other conventional therapy. After 
publication of these results, antifoaming treatment 
with silicon aerosol or with aerosols of heavy al- 
cohols were described in New York. Further experi- 
ments were made in patients by Dr. Max Sadove 
of the University of Illinois, who used ethyl al- 
cohol by aerosol in clinical cases, obtaining good 
results. 

The concentrations used for ethyl alcohol were: 
80 to 95% by nasal catheter, 30 to 40% by mask, 
and 20% by aerosol. Numerous hospitals and prac- 
titioners throughout the country have used_ this 
method of treatment. | have received communica- 
tions from physicians reporting good results. Other 
physicians may have obtained less favorable re- 
sults. It is unfortunate that others have not de- 
voted time and energy to publication of their expe- 
rience. This would have extended the general 
experience and either confirmed or contradicted our 
results. A general consensus about the practical 
utility of the defoaming therapy with ethyl alcohol 
vapors would be of interest to the medical profes- 
sion. Emergency treatment of pulmonary edema is 
often undertaken by lay people (policemen, fire- 
men, and nurses) who could be trained in the use 
of this method of treatment. I hope that physicians 
who have used the alcohol treatment will write 
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me in regard to their experience. Any comment 
will be appreciated, whether or not a detailed pro- 
tocol of the cases was kept. 


A. Lutsapa, M.D. 
9755 W. 15th St. 
Chicago 8. 


AMERICAN SOCIETY OF 
CLINICAL HYPNOSIS 


To the Editor:—The American Society of Clinical 
Hypnosis, the national society for the advancement 
of scientific hypnosis with more than 30 state and 
regional component sections and its membership 
restricted to physicians, dentists, and psychologists 
having a doctoral degree, neither sponsors nor ap- 
proves any boards of certification in hypnosis organ- 
ized by private individuals, such as that mentioned 
in Medical News in the Jan. 3, 1959, issue of THE 
JOURNAL, page 54. Nor does the American Society of 
Clinical Hypnosis consider at this time such pro- 
posed certification as either warranted or even 
legitimate, since hypnosis is a methodology and not 
a specialty. Also, the American Society of Clinical 
Hypnosis is in full accord with, and wishes to abide 
completely by the regulations established bv, the 
Council on Medical Education and Hospitals of the 
American Medical Association and with the com- 
parable recommendation of the Reference Commit- 
tee on Dental Education of the American Dental 
Association. The entire problem of established certi- 
fication boards is properly a function of duly con- 
stituted medical, dental, and psychological associa- 
tions and not a matter of private and individual 
venture. The American Society of Clinical Hypnosis 
wishes to apprise its members and other interested 
persons that it knows of no duly constituted spe- 
cialty board of medical hypnosis, either qualified to 
grant certification or approved by proper medical, 
dental, or psychological association. 

Mitron H. Erickson, M.D. 

President, American Society of 

Clinical Hypnosis 
32 W. Cypress 
Phoenix, Ariz. 


ARTERIAL THROMBOSIS AFTER 
DRUG THERAPY 


To the Editor:—In the article entitled “Arterial 
Thrombosis with Gangrene After Use of Proma- 
zine (Sparine) Hydrochloride” by Opinsky, Serbin, 
and Rosenfeld (J. A. M. A. 168:1224-1225 [Nov. 1] 
1958) the authors concluded that intravenous in- 
jection or perivascular infiltration of a moderately 
irritating drug such as promazine can lead to ar- 
terial spasm and thrombosis and so produce gan- 
grene of the hand and fingers as in the two cases 
reported. They suggest the avoidance of the intra- 
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venous route for the administration of promazine 
for this reason. Since the proved and_ potential 
value of intravenously given promazine is great, it 
is especially important to evaluate this report. My 
contention is that both cases of gangrene were due 
to injection of the drug directly into an artery. The 
following facts support this conclusion. 
Inadvertent arterial injection, especially in the 

region of the antecubital fossa, has been reported 
during administration of pentothal-sodium. Forrest 
and Saunders (Brit. J]. Anaesth. 27:594-596 [Dec.] 
1955) reviewed this subject and found 24 re- 
corded cases, in 9 of which the patient had devel- 
oped gangrene. Of these patients, six required 
amputation of the forearm, and the remaining three 
lost one or more digits. Most of these patients 
complained of pain in the hand immediately after 
the injection as they did in both cases reported in 
Tue Journat. Inadvertent arterial injection and 
the resulting complications can best be prevented 
(1) by being aware of the possibility, (2) by not 
tightening the tourniquet above arterial blood pres- 
sure, (3) by injecting slowly, so that the patient 
can report pain in the fingers before the completion 
of the injection, and (4) by using more dilute so- 
lutions of irritating drugs. 

Bexyamin Roor, M.D. 

2010 E. 102nd St. 

Cleveland 6. 


To the Editor:—In the Nov. 1, 1958, issue of THE 
JOURNAL, pages 1224-1225, there is a clinical note 
entitled, “Arterial Thrombosis with Gangrene After 
Use of Promazine (Sparine) Hydrochloride,” by 
Opinsky and others, in which I believe an inaccu- 
rate conclusion was drawn. It would seem that the 
cases represent examples of intra-arterial rather than 
intravenous injection. The same sequence of events 
will occur after any highly acid or alkaline com- 
pound has been injected intra-arterially. The anes- 
thesiologist is well aware of this fact. Also, it is 
easy, and sometimes fantastically so, to enter the 
brachial artery or its branches when the antecubi- 
tal space is used to give an intravenous injection. 
Several cases of gangrene occurring after the intra- 
arterial injection of pentothal sodium have been 
reported. An article in the British Journal of Anaes- 
thesia (Baillie, 30:373-374 [Aug.] 1958) discusses 
this problem. I, therefore, disagree with the last 
statement in author's summary: “It is suggested 
that promazine be used intravenously with caution 
or perhaps not at all via this route.” It would be 
more appropriate to state that the injection of any 
solution into a vein in the antecubital space should 
be done with caution for fear of entering an artery 
in this region. 
HAMELBERG, M.D. 


Medical College of South Carolina 
Charleston, S. C. 
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THE LEISURE CORNER 


THE ART OF FENCING 


The art of fencing, or the art of attack and de- 
fense with foil, épée, saber, and similar weapons, 
has been practiced by man since the dawn of re- 
corded history. Swords were in use by the Bronze 
Age. Ancient peoples such as the Persians, Babv- 
lonians, Greeks, and Romans paid considerable 
attention to swordsmanship. At the beginning of 
the fifteenth century, however, the general use 
of gunpowder superseded swordfighting and fenc- 
ing was brought into popularity as an art. There 
was a sudden transformation in weapons to lighter 
and more manageable forms, and guilds of fencing 
masters sprang up all over Europe to study and 
teach the use of the sword. When dueling became 
a common way of settling quarrels, fencing became 
a necessary part of a gentlemans training. 

The Italians are credited with being the first 
to concentrate on the skillful use of the point of 
a sword rather than the edge. The lighter weapons 
and the nimbler, more controlled play which they 
evolved spread rapidly throughout Europe, and 
by the sixteenth century rapier fencing was for- 
malized. The rapier, with a sharp point and cutting 
edges, displaced the heavy, cumbersome, double- 
edged sword. The épée, in turn, was a further 
refinement, while the foil, a light flexible thrusting 
weapon with a blunted point, was introduced as a 
practice weapon. And from the foil and its use, 
fencing developed from a means of combat to an 
organized sport. 

During the seventeenth century a change in dress 
revolutionized) swordsmanship. The courtiers of 
Louis XIV of France adopted the fashion of wear- 
ing silks and satins—panniered dresses, brocaded 
coats, and knee breeches with silk stockings and 
high heeled shoes. The long, trailing rapier, suitable 
for an earlier age, was now replaced by a light, 
short, court sword. With this light weapon it was 
possible to make attacking and defensive move- 
ments with a single weapon that could be wielded 
with only one hand. Actually, this was the first 
time swift and subtle swordplay was able to come 
into its own. 

The speed and dexterity with which light swords 
were used at close quarters involved the risk of seri- 
ously injuring the eves, for at this time the fencing 
mask was unknown. It therefore became necessary 
to introduce a number of basic rules to minimize 
the danger. For example, the only valid hits were 
those made on the chest, for the fencer who initiated 
an attack was permitted to complete his movement, 
unless completely parried, before his opponent 
could in turn commence his attack. Modern rules of 
foiling and fencing are based on rules established 
in 1780 when the mask was introduced. 
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Fencing has had a lengthy history in England. 
As long ago as 1285 a statute forbade the teaching 
of fencing and the holding of tournaments within 
the confines of London. The reasons advanced were 
that fencing encouraged brawling, dueling, and 
ruffianism. Swordsmen were viewed by the city 
fathers with suspicion and disfavor, and this atti- 
tude continued until Henry VIII, a great lover of 
swordplay, granted written permission to a corpo- 
ration of Masters of the Science of Defense, com- 
posed of the leading English and foreign masters. 
This organization was given a coat of arms and 
numerous privileges, including a monopoly on the 
teaching of fencing. When boxing was introduced 
into England at the end of the eighteenth century 
by James Figg, who was also considered a master 
fencer, fisticuffs and knuckle fights became extreme- 
lv popular. Fencing was regarded as a provincial 
amusement. [ts neglect continued until the middle of 
the next century. Between the two world wars fenc- 
ing again became popular. Fencing is now taught in 
many American colleges and has recently become 
popular among women, for it is valued for the grace 
and muscular coordination it develops. 

The standard weapon for fencing in the United 
States is the foil, a four-sided blade about 32 in. 
long with a rubber or leather tip at the end. Fen- 
cers wear vests which cover them from the neck to 
the hips. The object of fencing is to touch any part 
of an opponent's vest. To protect their faces con- 
temporary fencers wear masks. When a fencer uses 
a saber. which has a blunt point and sharp edges 
along the entire front and one-third of the back 
of the blade, he tries to reach any part of his op- 
ponents body except the legs. 

Fencing matches are conducted between either 
individuals or teams of four, in which one member 
serves as an alternate. The first position in a match 
is the grip and salute. From the salute one assumes 
the “on guard” position. Points are scored by touch- 
ing the opponent. In order to win a match, five 
touches must be made on the opponent's body. 
Because of its speed and action, fencing is a diffi- 
cult sport to referee. A bout is ruled by a director 
and four judges, and a scorekeeper keeps the record 
of the progress of the bout. Fencers parry and 
attack on a strip about 40 ft. long and 6 ft. wide. 
This is marked off by a center line and two other 
parallel warning lines, 10 ft. from each end, beyond 
which the fencer may not step without penalty. In 
general the fencer today wears a mask, a padded 
jacket, and gloves. 

In fencing certain special terms are employed. 
“Touché” implies a valid hit on the target. “Feint” 
is a movement designed to mislead an opponent. 
“Parry” constitutes a defense against a_ thrust. 
“Riposte” is a thrust made after a parry. “Remise” 
consists of a counterattack after the riposte. Al- 
though these terms are the conversational lifeblood 
of fencing, they have entered everyday parlance, 
signifving the extent to which fencing has affected 
our speech. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Serum Glutamic Oxalacetic Transaminase in Acute 
Myocardial Infarction. H. A. Dewar, N. R. Rowell 
and A. J. Smith. Brit. M. J. 2:1121-1125 (Nov. §) 
1958 | London]. 


Serial daily estimations of the concentration of 
serum glutamic oxalacetic transaminase (SGO-T) 
were made with the aid of a colorimetric technique 
in 34 attacks of myocardial infarction occurring in 
28 patients who were admitted to the Royal Vic- 
toria Infirmary in Newcastle upon Tyne, England. 
The results obtained were compared with changes 
in erythrocyte sedimentation rate, temperature, 
and electrocardiograms. The peak concentration of 
SGO-T reached in the uncomplicated cases in these 
patients varied from 24 to 620 units, with a mean 
of 194 units, as compared with a mean of 19 units 
in 25 healthy adults. Two patients with myocardial 
infarction complicated by congestive heart failure, 
and with centrilobular necrosis of the liver found 
at autopsy. had peak levels of $50 and $400 
SGO-T units. 

Compared with the rise in temperature and the 
increase in erythrocyte sedimentation rate occurring 
after the myocardial infarction, the rise in serum 
transaminase level appeared 24 hours sooner. There 
was no rise in SGO-T level in 3 (9%) of the 34 at- 
tacks of myocardial infarction, no rise in tempera- 
ture took place in 11 (33%) of the infarcts, and even 
the erythrocyte sedimentation rate remained normal 
in 7 (20%). The maximum elevation of the SGO-T 
level roughly corresponded with the electrocardio- 
graphic estimation of the size of the infarct if other 
causes of a raised transaminase level could be ex- 
cluded. The most important cause of the liberation 
of SGO-T in substantial amounts in myocardial 
infarction is centrilobular necrosis of the liver sec- 
ondary to cardiac failure. In small infarctions serial 
estimations of the level of SGO-T may show a 
characteristic curve even though the peak does not 
exceed 40 units. Estimations of the SGO-T level 
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are most useful (1) when the electrocardiogram is 
obscured by previous myocardial — infarction. 
arrhythmias. bundle-branch block, left venticular 
strain, and digitalis. (2) when extension of myo- 
cardial infarction is suspected, and (3) to distinguish 
between acute coronary insufficiency and myo- 
cardial infarction. 


Serum Transaminase: Its Clinical Use in Diagnosis 
and Prognosis. R. Bruce, J. K. Todd and L. LeDune. 
Brit. M. J. 2:1125-1128 (Nov. 8) 1958 [London]. 


Serum glutamic oxalacetic transaminase (SGO-T) 
levels were estimated colorimetrically in 31 pa- 
tients with myocardial infarction. whose average 
age was 60 vears. In 23 of the 31 patients myo- 
cardial infarction occurred within 7 days before 
the estimations of the serum transaminase concen- 
trations were obtained. Of the 23 patients with 
acute infarctions, 16 recovered and 7 died. The 
average peak transaminase value found in the 16 
patients who recovered was 111 SGO-T units. The 
equivalent average figure for the 7 patients who 
died was 576 SGO-T units. The average time of 
peak transaminase level relative to the time of in- 
farction was 62 hours after the infarction in the 18 
suitable cases. 

This small series of patients confirmed reports in 
the United States and Great Britain that recent 
myocardial infarction can be detected in some 
patients by a typical rise and fall in serum trans- 
aminase values before diagnostic electrocardio- 
graphic changes have occurred. The correlation of 
degree of rise in serum transaminase level with the 
size of the infarct and immediate outcome suggests 
that transaminase values of over 250 units are an 
unfavorable prognostic sign in that patients with 
these transaminase values do not usually recover. 
It is suggested that transaminase values should be 
estimated at 24-hour intervals from the time of 
infarction for at least 4 and preferably 7 days, or 
until the peak value is passed, if full information 
is to be obtained from the results. On several oc- 
casions estimation of the SGO-T level proved to 
be useful in assessing whether severe cardiac pain 
was due to prolonged angina pectoris or actual in- 
farction, the transaminase results correlating in 
each case correctly with the electrocardiographic 
findings and subsequent clinical progress. No rise in 
transaminase levels was detected in 2 patients with 
pulmonary infarction, 2 with gallbladder dysfunc- 
tion, 2 with cerebral episodes, and 6 with pneu- 
monia. 
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Observations on the Course of Achalasia Treated 
with Mechanical (Starck) Dilatation with Special 
Reference to Reflux. J. Wolf, D. Greenbaum and 
G. C. Hennig. Am. J. Gastroenterol. 30:487-496 
(Nov.) 1958 [New York]. 


The authors studied 6 patients, between the ages 
of 22 and 64 years, with achalasia who had had 
mechanical dilatation of the cardia with the aid of 
a metal dilator. The patients’ symptoms were re- 
evaluated, and esophagrams were obtained. A 
stomach tube of 34 F. caliber with a flexible metal 
obturator was passed into the esophagus; the dura- 
tion of delay at the region of the cardia was timed 
and the “feel” of the hold-up noted. Under fluoro- 
scopic control 240 ml. of barium = sulfate-water 
suspension was injected through the Crump tube 
which was then withdrawn. Sixty milliliters of 
water was then given by mouth to wash down any 
barium that might have dripped from the tube. 
The patient was quickly placed on the tilt table, 
turned to the supine position, and tipped to a 
20-degree Trendelenburg position; he was then 
observed by fluoroscope while the Miller ma- 
neuver was performed. In no instance was the 
barium suspension noted to reflux from the stom- 
ach. Roentgenograms were then taken during the 
Miller maneuver without moving the patient off 
the table or changing his position. The follow-up 
periods ranged from 6 weeks to 42 months. The 
duration of symptoms before the procedure varied 
from 6 months to 19 vears. 

The results of treatment by dilatation were usual- 
lv apparent the day after the procedure when the 
patient was allowed his first meal. Most patients 
were then able to eat solid foods and rapidly gained 
weight. In 5 of the 6 patients the results of dilata- 
tion were considered good to excellent. Dysphagia, 
vomiting, or regurgitation disappeared; little or no 
pyrosis was present. One patient complained of 
slight heartburn 2 or 3 times a month for about one 
vear after the procedure. Another patient required 
2 dilatations because of only fair results after the 
first instrumentation. The second dilatation yielded 
excellent results. The patient who did not improve 
to a gratifving degree had the least amount of 
esophageal distention. Results for the first month 
after dilatation were good, but then he noted some 
recurrence of the symptoms. He had slight pyrosis 
and a sour burning taste in the throat when supine. 
It is assumed that this patient had a diffuse eso- 
phageal spasm which played a greater role than 
the spasm of the vestibular region. 

The hold-up of the obturator-stomach tube at 
the cardia did not seem to correlate with the clin- 
ical success of the dilatation. One patient with good 
results had a 16-second hold-up, whereas the man 
with poorest results had a delay of only a few 
seconds. Nor did the degree of distention of the 
esophagus, as seen on the post-treatment roent- 
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genograms, correlate well with the amount of im- 
provement. The patient with the least satisfactory 
results had the smallest amount of esophageal dis- 
tention, and one with excellent results had _ little 
change in the large esophageal diameter after the 
dilatation. It appears that forcible dilatation, pref- 
erably with the Starck instrument because the 
operator can “feel” the degree of resistance without 
relying on pressure gauges, yields symptomatic re- 
lief in achalasia as adequately and as frequently as 
esophagocardiomyotomy. The morbidity, when the 
procedure is in experienced hands, is less than 
with surgery, and the long-term complications so 
far would seem to be less. 


The Use of ACTH in the Diagnosis of Addison’s 
Disease. B. D. Stacy. M. J. Australia 2:482-487 
(Oct. 11) 1958 [Sydney]. 


Although Addison’s disease is the best-known 
example of adrenal cortical insufficiency, great 
difficulty may be experienced in establishing the 
diagnosis, since none of the individual signs of the 
disease may be considered as pathognomonic of 
adrenal cortical insufficiency. Pigmentation, hypo- 
natremia, and hyperkalemia all occur in a wide 
variety of conditions unassociated with Addison's 
disease. Although a number of laboratory tests for 
adrenal failure are available, the most successful 
procedures are those based on the effect of cortico- 
tropin (ACTH) on the excretion of urinary steroids. 
Unchanged levels of urinary 17-ketosteroids and 
17-hydroxycorticosteroids after the administration 
of ACTH provide the surest evidence of Addison's 
disease. Several clinical ACTH tests have been 
described, differing mainly in the method of cor- 
ticosteroid determination and mode of ACTH ad- 
ministration. In this paper the use of an intravenous 
test with ACTH is reported, the adrenal cortical 
function being assessed primarily from the urinary 
excretion of 17-hydroxyvcorticosteroids and second- 
arily from the excretion of sodium and potassium. 

Fifteen patients were investigated because they 
bore suggestive signs of Addison's disease. Pre- 
liminary work was carried out on 3 patients by 
following changes in urinary constituents at  in- 
tervals of 3 hours before, during, and after a single 
6-hour infusion of ACTH. Although results were 
decisive in this single 12-hour test, the desirability 
of observing adrenal cortical response to sustained 
stimulation led to the work on a group of 12 pa- 
tients, in whom 24-hour urine specimens were 
analyzed after treatment with ACTH for 2 or more 
days. In each group there were 2 patients who 
failed to respond to ACTH; that is, of 15 subjects 
suspected, 4 were shown to have the disease. 
Urinary 17-hydroxycorticosteroids provided a far 
more sensitive index of adrenal cortical function 
than urinary total neutral 17-ketosteroids, and en- 
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abled Addison's disease to be detected in one pa- 
tient with adrenal amyloidosis, a condition that is 
rare and difficult to diagnose. 

In the subjects who responded to ACTH, the 
increase in corticosteroid excretion after a single 
8-hour infusion of the hormone was found ade- 
quate to exclude the diagnosis of Addison's dis- 
ease; in subjects who did not respond, the results 
were best confirmed by 3 days’ treatment with 
ACTH. The effect of ACTH on the urinary excre- 
tion of sodium and and potassium provided a rapid 
indication of whether the infusion should be con- 
tinued for more than one day. In this respect 
changes in the urinary sodium-potassium ratio 
were more decisive than changes in the number of 
circulating eosinophils. In several cases the ACTH 
test and the Kepler-Robinson-Power water excre- 
tion test gave conflicting evidence on the status of 
adrenal function. 


Bananas as a Low-Sodium Dietary Staple. W. E. 
C. Wacker, M. Margoshes, A. F. Bartholomay and 
B. L. Vallee. New England J. Med. 259:901-904 
(Nov. 6) 1958 [Boston]. 


The authors performed analyses for sodium and 
potassium on samples of the edible portion of 
bananas. Sodium is a trace element in this fruit, 
existing in concentration of less than 1 meg. per 
gram of fresh fruit. Thus, the banana seemed to 
fit the requirements as a readily available, staple, 
palatable. low-sodium food which would be a use- 
tul dietary adjunct in the treatment of patients 
affected with salt-retaining conditions, such as 
congestive heart failure, cirrhosis of the liver, and 
nephrotic syndrome. Two patients, a 44-year-old 
woman, with rheumatic heart disease and tricuspid 
insufficiency associated with general anasarca, and 
a 63-vear-old woman, with a postalcoholic cirrhosis 
of the liver and ascites, were placed on a banana 
regimen. The diet consisted of 10 bananas and 
1,500 cc. of low-sodium milk. Profound diuresis 
resulted in both patients. The diet is simple to 
prepare and is well tolerated. 


Leptospirosis: A Clinical and Statistical Study of 
182 Cases. Chung Huei-Lan, Chiu Fu-Hsi, Wu 
Hstieh-Tsung and others. Chinese M. J]. 77:207-235 
(Sept.) 1958 [Peking]. 


This paper deals with a clinical and statistical 
study of 182 cases of leptospirosis observed in the 
Kwangtung Central Area People’s Hospital at 
Foshan, near Canton, from 1951 to 1955. From 
1951 to 1954, 107 of the patients were studied; the 
remaining 75 patients were treated in 1955. A bet- 
ter understanding of leptospirosis by the medical 
personnel and a greater confidence of patients in 
hospital treatment may explain the increase in 
leptospirosis in 1955. While the disease occurred in 
Central Kwangtung throughout the year, its inci- 
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dence was highest in the summer and fall. The 
chief mode of infection was contact with water 
contaminated by rat urine. Most of the patients 
were male peasants, aged 16 to 45 years, who had 
become infected while working in paddy fields. 
The incubation period seemed to range from 4 to 
19 days. 

While generally the course of the disease showed 
3 phases, namely, a period of fever, of jaundice, 
and of convalescence, some patients never became 
jaundiced. The onset was usually sudden, with 
fever and severe myalgia, particularly of the gas- 
trocnemius. Later jaundice, various hemorrhagic 
phenomena, and oliguria developed. A small num- 
ber of patients exhibited symptoms of central 
nervous system involvement or had anuria. The 
most common syndrome included tenderness of 
the gastrocnemius muscles, conjunctival congestion, 
hepatic enlargement, hemorrhagic manifestations, 
rapid pulse, and jaundice. A few patients had 
splenomegaly and signs of meningeal irritation. 
The majority of patients showed leukocytosis with 
an increased percentage of polymorphonuclear 
leukocytes. Many patients had mild anemia and 
thrombocytopenia. A marked increase in the eryth- 
rocyte sedimentation rate was a constant feature. 
The urine usually contained albumin, erythrocytes, 
leukocytes, casts, urobilin, and urobilinogen. Some 
of the patients bilirubinuria. The phenol- 
sulfonphthalein excretion test indicated impair- 
ment of renal function during the height of the 
illness. The test for occult blood in the feces was 
positive in more than 50% of the patients. The 
protein content and the lvmphocyte count of the 
cerebrospinal fluid were increased, whereas the 
sugar and chloride contents of this fluid were usual- 
lv normal in the patients who had signs of men- 
ingitis. Patients with jaundice exhibited an increase 
in the serum bilirubin and in the icterus index. In 
some patients the albumin-globulin ratio was less 
than 1. 

In 1955 the authors isolated 11 strains of Lepto- 
spira in 9 patients: in 4 from the blood, in 1 from 
the cerebrospinal fluid, and in 2 from the urine; in 
the remaining 2 patients, the strain was isolated 


from the blood and cerebrospinal fluid in one and 
from the urine and cerebrospinal fluid in the other. 
During August and September, 1954, 5 strains of 
Leptospira were isolated from 19 patients (3 strains 
from the blood and 2 from the cerebrospinal fluid). 
The strains were classified with the aid of standard 
types of immune rabbit serum as Leptospira au- 
tumnalis, Lept. australis B, and Lept. canicola. 
Fifty-six of the 75 patients studied in 1955 were 
subjected to 1 or 2 serologic examinations (lepto- 
spiral agglutination test and complement-fixation 
test). As regards the prognosis, old age, comatose 
state, intense jaundice, uremia, severe hemorrhage, 
high fever, impaired heart function, myocarditis, 
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pulmonary complications, late or inadequate 
treatment, fulminating infection, or poor general 
condition of the patient usually made it more 
unfavorable. The case fatality was 12 to 15.9%. Prac- 
tically all the patients who died had jaundice. Only 
one of the nonicteric patients died. Most of the 
deaths occurred from § to 13 days after the onset. 
The main causes of death were severe damage to 
the liver, kidneys, and heart and profuse hemor- 
rhage. Leptospirosis should be distinguished from 
epidemic virus hepatitis, malignant malaria. relaps- 
ine fever, tvphoid. typhus, tsutsugamushi disease. 
influenza, epidemic encephalitis. and epidemic 
hemorrhagic fever. Therapy should be general and 
should aim at the protection of the vital organs 
that are threatened. Aureomycin and vitamin k 
are beneficial. 


Cortisone and Tumors. E. Anglesio and A. M. Pelo- 
chino. Minerva med, 49:3854-3862 (Oct. 13) 1958 
(In Italian) [Turin. Italy]. 


Thirty patients with malignant neoplasms of 
both sarcomatous carcinomatous types re- 
ceived cortisone in daily doses of 30 to 100. mg. 
for a minimum period of 30 days. Some patients 
obtained local or general improvement. whereas 
the others derived no benefit from cortisone ther- 
apy. By “general improvement” is meant a decrease 
in toxicosis or fever, amelioration of appetite, and 
gain in weight. During cortisone therapy metastases 
developed in 1 patient with ovarian adenocarci- 
noma and in 3 patients with other tvpes of car- 
cinoma. It seemed plausible to ascribe the rapid 
development of metastases in these 4 cases to an 
exacerbating action of cortisone on the growth of 
the tumor. 

The action of cortisone on malignant tumor 
seemed to be threefold: 1. The administration of 
cortisone caused an improvement in the feeling of 
well-being by antistress and disintoxicating effects. 
2. Cortisone exercised a direct action on the tumor 
and on the “soil” factor through antimitotic. anti- 
anabolic, possibly antiphlogistic anti- 
allergic effects. This action reduced or blocked the 
development of the tumor at a certain phase of its 
growth. However, cortisone also seemed to weaken 
the reactive potency of the connective tissue and 
to block various cell elements and enzymatic 
activities. During this adverse phase of cortisone 
action, tumor cells restarted to grow, the old dor- 
mant ones were reactivated, and the existing tumors 
increased in size. 3. The third effect of cortisone 
was directed to the endocrine system by blocking 
the pituitary production of corticotropin and of 
somatotropic hormone. 

The authors conclude that the preceding 3 ac- 
tions of cortisone on tumors are unpredictable in 
individual patients. The response of the organism 
to these actions is related to varying reactions of 


MEDICAL LITERATURE ABSTRACTS 


171/751 


single tissues and to the administration of cortisone 
at different times, as well as to the yet unclarified 
biological behavior of tumor cells. 


Report of a Case of Pulseless Disease (“Disease of 
Takayasu’). I. L. Vural and R. Akdilli. Presse méd. 
66:1636-1638 (Oct. 22) 1958 (In French) [Paris]. 


The authors report on a 46-year-old woman with 
pulseless disease of Takayasu, who was hospital- 
ized in the medical clinic of Gilhane in Erzurum, 
Turkey, for headache, pain in the arms and in the 
masseter muscles, loss of weight, and sweating. 
The patient complained of vertigo, when in the 
erect standing position, and of specks seen floating 
before her eves. Examination revealed absence of 
radial, brachial, and axillary pulses; the presence 
of a murmur in the left side of the chest, which 
varied both in quality and in location but was 
localized particularly in the left supraclavicular 
region; gradual diminution in the amplitude of the 
arterial pulsations; a slight rise in temperature; and 
increased erythrocyte sedimentation rate. Bacterio- 
logical blood culture vielded negative results. The 
blood count showed a mild hypochromic anemia. 
The patient refused catheterization of the heart 
and angiography, but the listed findings suggested 
a gradually developing obliterative process in the 
large collateral branches of the aorta, causing 
diminution and occasionally disappearance of the 
arterial pulsations and an insufficient circulation in 
the head, the neck. and the upper extremities. 

The patient was treated with high doses of peni- 
cillin and with prednisolone (25 mg. daily for 20 
days). She discontinued the treatment spontane- 
ously, and an examination performed later revealed 
complete disappearance of the carotid pulsations, 
increased vertigo and muscular pain in the arms 
and jaw, and hemiparesis of the right side. Discuss- 
ing the causation of the disease by referring to 
other cases collected from the literature, the au- 
thors state that the most frequently observed 
pathological changes are those of a brachiocephalic 
arteritis of unknown origin. The prognosis is un- 
favorable. 


Bronchopulmonary Ornithosis: Clinical, Radio- 
logic and Bronchologic Study on 41 Cases Observed 
in Northern France. C. Gernez-Rieux, C. Voisin, 
J. Leblois and others. Semaine hop. Paris 34:2397- 
2405 (Oct. 18) 1958 (In French) [Paris]. 


The extensive serologic survey carried out for 
the last 3 years at the Institut Pasteur in Lille 
revealed the frequent occurrence of human orni- 
thosis in northern France, where the breeding of 
pigeons is very popular. Serum taken from 1,430 
persons showed the presence of complement-fixa- 
tion bodies for ornithosis in 105, and 41 of these 
patients with a complement-fixation titer equal to, 
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or higher than, 1-40 were subjected to extensive 
clinical, biological, and epidemiologic investiga- 
tion. Thirty-three of the 41 patients were men, 
and 8 were women. The ages of 4 patients were 
less than 30 years, and those of 8 ranged from 31 
to 40 years, 29 persons were over 40 years of age. 
Ornithosis usually appeared under the mask of an 
atypical pneumonia (39 patients), but it was often 
associated with extrapulmonary and, particularly, 
nervous clinical manifestations (3). Diagnosis was 
rendered difficult in patients with pulmonary orni- 
thosis by the disparity of the roentgenologic as- 
pects, which included parenchymatous infiltration, 
pleural involvement, and ventilation disturbances 
simulating various pulmonary diseases. The pa- 
tient with bronchial involvement deserves special 
attention: examinations performed, such as bron- 
choscopy in 27 patients, bronchial biopsy in 19, 
and bronchography in 18, clearly demonstrated 
the gravity of ornithosis in the acute stage of the 
disease, sometimes leading to irreversible bron- 
chial conditions. 

The ornithotic source of infection should always 
be suspected in patients exhibiting the syndrome 
of atypical bronchopneumonia. Correct diagnosis 
is of great importance in these patients; therefore, 
systematic serologic complement-fixation _ tests 
should be performed in the acute and in the con- 
valescent stages of the disease. The treatment of 
patients with ornithosis is relatively simple. Since 
antibiotics belonging to the group of tetracyclines 
are effective against this virus disease, it is prefer- 
able to use these rather than penicillin or the 
sulfonamides. The authors administered Auromy- 
cin to patients of this series in doses ranging from 
1.5 to 2.0 Gm. daily for a period of 2 or 3 weeks. 
The adjunction of bronchial therapy with occa- 
sional local application of epinephrine was _par- 
ticularly indicated in patients with roentgeno- 
logically confirmed ventilation disturbances. This 
therapy has given excellent results and seems to 
guarantee complete cure without relapse in hu- 
man ornithosis. 


The Use of Chlorpropamide as an Oral Hypo- 
glycemic Agent. C. E. Bloedow. J. Oklahoma M. 
A. 51:655-658 (Nov.) 1958 [Oklahoma City]. 


Chlorpropamide differs from tolbutamide only 
in that it has one less methylene group in the 
side-chain and has a chlorine atom attached to 
the benzene ring instead of a methyl group. Thir- 
teen diabetic patients were treated with chlor- 
propamide. A juvenile diabetic and a diabetic 
whose disease began in his third decade, both 
requiring 40 to 60 units of insulin daily, showed 
progressively increasing hyperglycemia, glyco- 
suria, and acetonuria during a period of 3 days in 
which chlorpropamide, 1 Gm. daily, was substi- 
tuted for insulin. On the other hand, 2 elderly 
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patients with very mild diabetes experienced 
severe hypoglycemic reactions, manifested by un- 
consciousness and blood glucose levels of 28 and 
54 mg. per 100 cc., respectively, on this dose of 
chlorpropamide. Each of 9 other patients with 
mild diabetes mellitus responded satisfactorily to 
chlorpropamide therapy. 

The same criteria that govern the selection of 
patients for treatment with tolbutamide apply to 
those being considered for treatment with chlor- 
propamide. The elderly, mild diabetic appears to 
be more prone to hypoglycemic reactions when 
treated with chlorpropamide than when treated 
with comparable doses of tolbutamide. The fast- 
ing blood glucose seems to reach a plateau during 
the 6th to the 11th day after therapy with chlor- 
propamide has been initiated. The onset of action 
of chlorpropamide is approximately the same, but 
the duration of action is greater than that of 
tolbutamide. Gram for gram, chlorpropamide 
seems to be a more potent hypoglycemic agent 
than tolbutamide. This could be due to greater 
potency of chlorpropamide at equivalent blood 
levels, to better absorption of chlorpropamide 
than tolbutamide, or to slower detoxification and 
excretion of chlorpropamide. 


SURGERY 


Continued Morbidity After Mitral Valve Surgery. 
M. M. Zion and J. L. Braudo. South African M. J. 
32:929-932 (Sept. 20) 1958 [Cape Town]. 


Approximately 70% of patients who undergo 
valvotomy for mitral stenosis obtain good results, 
and in the great majority the result is lasting. How- 
ever, in view of the large number of patients who 
have undergone mitral valvotomy, the absolute 
number of those with poor results is considerable. 
A clinic was opened under the aegis of the cardiac 
clinic at the Johannesburg General Hospital for 
the purpose of following up patients who had 
undergone mitral valvotomy. It became obvious 
that the great majority of the patients attending the 
clinic were those with continuing ill-health. Thus, 
of more than 300 patients subjected to mitral 
valvotomy, only 98 could be followed. Forty-two 
had good, 16 fair, and 40 poor results. Some of 
those with “good results” attending the clinic were 
troubled by temporary complications, and they 
often ceased attending when the complications 
abated. The problems of the patients who con- 
tinued to come to the clinic could be divided into 
the following groups: (1) the poste 
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syndrome; (2) inadequate enlargement of the mitral 
valve orifice (3) late restenosis of the mitral valve; 
(4) repeated mitral valvotomy; (5) persistent right 
heart failure and/or tricuspid incompetence; (6) 
combined mitral stenosis and mitral incompetence; 
and (7) a miscellaneous group of poor results de- 
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spite adequate operative enlargement of the mitral 
valve. These different groups are discussed, and 
illustrative case histories are presented. 

The clinical picture of the postec otomy 
syndrome consists of recurrent bouts of fever, with 
chest pain and, in some patients, evidence of peri- 
carditis and left-sided pleural effusion. With regard 
to the inadequate enlargement of the mitral valve 
orifice, the authors say that technical difficulties 
may preclude an adequate split, and it may well be 
that restenosis soon follows inadequate enlarge- 
ment. Late restenosis in subjects who have had 
adequate valvotomy is rare and is usually attribut- 
able to recurrent rheumatic activity. As regards 
group 4, the authors say that patients with early 
or late restenosis may be subjected to repeated 
valvotomy, and this may be technically more diffi- 
cult than the initial operation, partly because of 
more difficult entry into the previously opened left 
atrium. Persistent right heart failure and/or tri- 
cuspid incompetence were observed in 8 patients 
who, after a satisfactory valvotomy, experienced 
improvement in exercise tolerance. The reason for 
persistence of signs of right heart failure is not 
clear, and hemodynamic investigation of these 
patients is planned. Three possibilities are men- 
tioned: persistence of increased pulmonary arterial 
resistance, irreversible myocardial damage, and or- 
ganic tricuspid disease. Whatever the explanation, 
these patients continue to require medical therapy 
for control of their right heart failure. 

In patients in whom mitral incompetence is 
associated with stenosis, the proportion of good 
results falls short of that obtained in patients 
without incompetence, and, even though the sur- 
geon has reported “no increase of regurgitation” at 
operation, the clinical course may continue steadily 
downhill. These patients seem to follow the natural 
history of mitral incompetence, and possibly their 
stenosis was not a factor in causing the symptoms. 
With regard to group 7 (poor results despite ade- 
quate postoperative size of the mitral valve), the 
following explanations are considered possible: (1) 
associated valvular defects which preoperatively 
were considered insignificant; (2) presence or de- 
velopment of essential hypertension or ischemic 
heart disease; (3) unrecognized rheumatic activity; 
(4) persistence of chronic bronchial infections; and 
(5) development of permanent atrial fibrillation, not 
present preoperatively. 


Problems and Experiences in the Surgical Treat- 
ment of Tetralogy of Fallot. R. H. Betts and N. 
Gopinath. Indian J. Surg. 20:297-303 (Aug.) 1958 
(In English) [Madras]. 


The authors report on 47 patients, between the 
ages of 2 months and 22 years, who underwent 
shunt operations for correction of the tetralogy 
of Fallot in the department of thoracic surgery of 
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the Christian Hospital in Vellore, South India. Of 
the 6 patients operated on between 1951 and 1953, 
4 underwent a Potts-Smith operation and 2 had a 
Blalock-Taussig operation; only 1 of these 6 patients 
is still alive. Of the 41 patients operated on between 
1954 and 1957, 3 had operations of the Potts type 
and 38 had a Blalock operation. The 2 operative 
deaths and the 1 late death in this group of pa- 
tients operated on since 1954 all occurred after a 
Potts operation, although the authors do not be- 
lieve that the operative procedure was responsible 
except for the 1 late death resulting from conges- 
tive failure. The 2 operative deaths were due to an 
error in diagnosis in one case and an abnormal 
additional valvular cusp in the other. There has 
been only one operative death, and no late deaths, 
in the group of patients that had the Blalock opera- 
tion. The moderate hypothermia (not below 32 C 
[89 F]) used in the past 2 years has been a bene- 
ficial factor. 

Autopsy was performed in 2 of the cases of 
operative death; it revealed that one patient did 
not have a tetralogy of Fallot, but an extremely 
marked infundibular pulmonary stenosis with an 
auricular septal defect. Despite all diagnostic tests 
it may sometimes be most difficult to establish the 
diagnosis preoperatively, especially in younger 
patients. The authors agree with other workers that 
patients who survive the immediate postoperative 
period continue to do well and are greatly im- 
proved by a systemic—pulmonary shunt operation. 
A direct attack on the pulmonary stenosis and 
the ventricular septal defect does not seem justi- 
fied until improved surgical methods have been 
developed. 


Tracheal Fenestration as a New Method of Treat- 
ment for Advanced Emphysema. E. E. Rockey, 
S. A. Thompson, C. F. Blazsik and K. J. Ahn. New 
York J. Med. 58:3607-3615 (Nov. 15) 1958 [New 
York]. 


Tracheal fenestration is a new method of treat- 
ment for chronic respiratory diseases, including 
that group of respiratory insufficiencies known as 
chronic bronchitis and emphysema. A  3-to-4-in. 
transverse skin incision is made over the midpart 
of the anterior surface of the neck below the cricoid 
cartilage. The incision is then extended in such a 
way that one skin flap is outlined above and one 
below the level of the initial transverse incision. 
The incision for the flaps starts about one-half to 
three-fourths of an inch from the midline. The skin 
incision is carried down to the subcutaneous tissue 
only. Through the original transverse incision the 
platysma is incised in a transverse direction to 
about an inch distal to the right and left of the 
midline. The trachea is then exposed by splitting 
the strap muscles. Portions (1.25 cm. in length) of 
two adjoining tracheal rings are excised with the 
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underlying mucosa. The newly created tracheal 
window edges are covered by inverting the full 
thickness of the skin flap. These and the further 
steps in the tracheal fenestration are illustrated by 
diagrams. The operation results in a permanent 
tracheocutaneous fistula, which is guarded by skin 
valves that provide a means of ready access to the 
tracheobronchial tree when open, and when closed 
reestablish the normal tracheal air tract. The two 
skin valves normally are in apposition and prevent 
leakage of air or liquid. These valves may be manu- 
ally opened and thus provide entrance to the 
tracheobronchial tree. 

The authors describe their experience with tra- 
cheal fenestration in 6 patients, giving detailed 
histories of 4. Two of the 4 patients had cough and 
purulent expectoration, whereas the other 2 had 
not; in other words, 2 had emphysema with suppur- 
ation, whereas the other 2 had “dry” emphysema. 
All 4 were completely disabled by dyspnea, even 
at rest. Tracheal fenestration brought palliative re- 
lief to 2 of these respiratory cripples. The other 2 
patients were sufficiently rehabilitated to leave the 
hospital without respiratory difficulties. These re- 
sults were accomplished by repeated and effective 
tracheobronchial aspiration, which was performed 
by the patients themselves. At each aspirating ses- 
sion a larger catheter was used first and then a 
smaller one. The patients easily learned how to 
insert these catheters into the right or the left lung. 
Some of them also learned how to insert them into 
any of the lobes. Six to 8 catheter insertions were 
done at each aspirating session. By the time the 2 
patients were ready for discharge from the hospital, 
the one with “dry” emphysema needed only 2 daily 
aspirating sessions, but the one with “wet” emphy- 
sema needed 4 or 5 daily aspirating sessions. Two 
other patients (the 5th and 6th) with advanced 
emphysema underwent tracheal fenestration quite 
recently and are doing well. 

The authors list the following indications for 
tracheal fenestration: (1) advanced emphysema with 
marked respiratory disability; (2) suppurative dis- 
eases of the lungs when excisional surgery is con- 
traindicated; (3) fibrocystic disease of the pancreas 
with excessive pulmonary suppuration; (4) far- 
advanced active pulmonary tuberculosis for which 
no other form of therapy can be offered; and (5) 
bulbar type of poliomyelitis with irreversible 
changes, requiring a mechanical respirator. 


Alveolar Cell Carcinoma. C. R. Kessler. Am. Sur- 
geon 24:793-798 (Nov.) 1958 [Baltimore]. 


Alveolar-cell carcinoma is a primary malignant 
tumor of the lung. There is disagreement as to its 
proper name, cause, origin, and treatment. The 
tumor has been variously called papillary gelatinous 
adenocarcinoma, primary alveolar-cell tumor, pul- 
monary adenomatosis, mucocell papillary adeno- 
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carcinoma, diffuse epithelial hyperplasia, diffuse 
primary alveolar epithelial carcinoma, malignant 
adenoma, cystic papillary lung tumor, mucoepithe- 
lial hyperplasia, etc. It has been suggested that 
perhaps the apparent multicentricity of the tumor is 
caused by air-borne metastases rather than multi- 
ple points of origin. The similarity between this 
tumor in man and an epidemic disease in sheep 
called jaagsiekte has stimulated thought that per- 
haps this (and maybe all neoplastic disease) is 
caused by an ultramicroscopic agent such as a 
virus. Though the disease in sheep does occur in 
epidemic proportions, it has never been experi- 
mentally transmitted from one animal to another. 

Alveolar-cell carcinoma differs from other pul- 
monary neoplasms. It occurs in 3 forms: (1) as a 
multiple nodular growth distributed throughout 
one or both lungs; (2) as a diffuse form involving 
uniformly one lobe or more; and (3) as a focal 
disease in a limited area. The diffuse form shows 
evidence, grossly and microscopically, suggesting 
that it is the result of coalescence of a multiple 
nodular form. The diffuse form resembles a pneu- 
monia or an atelectasis, and the focal form resem- 
bles a tuberculoma. It has been reported that 
pleuritis with fibrinous or serous exudate and ad- 
hesions usually are present, but in at least 8 of 9 
cases in this report no pleuritis was found. Further- 
more, whereas others stated that cavities and 
bronchiectasis are rare in patients with alveolar- 
cell carcinoma, 2 of the 9 patients presented showed 
definite cavities and 1 of the 9 showed bronchiec- 
tasis. Microscopically, the prominent feature is that 
the intra-alveolar septums are lined with, but not 
invaded by, cells which vary from high cuboidal to 
columnar in type, with all degrees of proliferation 
and with some papillary projection into the alveolar 
lumen. The cytoplasm is clear and may be pink- 
stained because of a large amount of mucus. There 
is marked pleomorphism in the size of the cells and 
the nuclei. 

The 9 patients described here included 5 women 
and 4 men, although generally the disease is slightly 
more frequent in men. There is no consistent re- 
lationship to smoking. In many patients no symp- 
toms whatever are present, and the lesion is found 
on routine chest survey. Typically, patients do 
have cough productive of clear mycoid sputum. 
Dyspnea becomes a feature in many of the patients 
as more lung tissue becomes involved. Once symp- 
toms such as dyspnea and productive cough de- 
velop, they are usually progressive to a fatal end, 
with the rapidity varying from case to case. Sputum 
examinations yield tumor cells in a high percentage 
of patients, but roentgenologically alveolar-cell 
carcinoma usually cannot be differentiated from 
bronchogenic carcinoma, metastatic carcinoma, 
tuberculosis, or sarcoidosis. Bronchoscopy and 
bronchography are usually of little value except 
that in some cases positive bronchial washings can 
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be obtained. The diagnosis of alveolar-cell carci- 
noma is very difficult to make during life and can be 
established with certainty only by tissue diagnosis 
from resected portions of the lung. Occasionally 
® late case can be diagnosed by lymph-node 
biopsy. Treatment has been largely unsuccessful, 
as in other lung tumors. Occasional 5-year sur- 
vivals occur when early focal disease is resected. 
This speaks for early exploratory thoracotomy of 
small, asymptomatic densities. as seen on routine 
chest roentgenoscopy. 


Alimentary Hypoglycemia Following Gastric Re- 
section. A. J. R. E. van Schoonhoven van Beurden. 
Nederl. tijdschr. geneesk. 102:1894-1898 (Sept. 27) 
1958 (In Dutch) [Amsterdam]. 


In patients who have undergone gastric resection, 
it is desirable to distinguish between the dumping 
syndrome and the hypoglycemic syndrome. The 
latter may follow the dumping syndrome. or the 
2 syndromes may merge into each other. Low 
blood sugar values in the classical sugar tolerance 
test indicate a tendency to hypoglycemia. In some 
patients with the hypoglvcemic syndrome the sugar 
tolerance test curve does not reveal extremely low 
values, but the fall is more rapid in these patients 
than would normally be the case. Conversely, a 
low blood sugar level is not necessarily associated 
with the clinical symptoms of hypoglycemia. 

The postoperative alimentary hypoglycemia is 
not connected with the ulcer disease but rather 
with the gastric resection. It may develop after a 
Billroth 1 as well as a Billroth 2 operation. Chang- 
ing the condition resulting from a Billroth 2 opera- 
tion to that resulting from a Billroth 1 operation 
is not followed by improvement. The cause of the 
postoperative alimentary hypoglycemia is unknown, 
but it may be the result of excessive secretion of 
insulin as a pancreatic reaction to excessive sugar 
absorption from the small intestine (so-called 
functional hyperinsulinism). Satisfactory results 
were obtained in 5 patients who were treated with 
frequent low-carbohydrate meals. The oral ad- 
ministration of prednisone raised the blood sugar 
level in 3 patients but failed to do so in 2. The 
author feels that in patients with severe alimentary 
hypoglycemia prednisone therapy should be tried. 


The Value of Scalene Node Biopsy in Intrathoracic 
Disease. H. C. Nohl. Brit. J. Tuberc. 52:286-290 
(Oct.) 1958 [London]. 


The author performed scalene node biopsy for 
the diagnosis of intrathoracic disease in 58 patients, 
41 of whom had palpable supraclavicular lymph 
nodes and 17 had impalpable nodes. A_ positive 
scalene node biopsy was made in 36 of the 41 
patients and in 5 of the 17 patients. Of the 36 
patients, 22 had bronchogenic carcinoma, 4 had 
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sarcoidosis, 1 had reticulosis, 2 had tuberculosis, 2 
had Hodgkin's disease, 1 had malignant pleural 
effusion, 2 had carcinoma of the esophagus, 1 had 
‘arcinoma of the stomach, and 1 had a small 
neurilemmoma. Of the 5 patients, 4 had sarcoidosis 
and 1 had bronchial carcinoma. The author was 
convinced of the value of scalene node biopsy as a 
diagnostic procedure. The percentage of positive 
biopsies depended on the thoroughness with which 
the surgical intervention was carried out, and it 
was especially high for patients with sarcoidosis. 
The results bore out the author’s previously pub- 
lished views on the lymphatic drainage of the 
lungs and afforded a guide as to which side of the 
chest should be explored. Right-sided lesions always 
give rise to pathological changes on the right. In 
patients in whom no lymph nodes are palpable, the 
right supraclavicular region should be explored 
irrespective of whether the chest lesion is on the 
left or the right side. Similarly, in bilateral lesions 
a scalene node biopsy on the right is advised. Only 
when the left supraclavicular nodes are palpable 
should this side be operated on. A bilateral explora- 
tion is justifiable only in cases in which a right-sided 
scalene node biopsy is negative and the diagnosis 
cannot be made by any other means. In all the 
patients but 3 of this series, the diagnosis was made 
ultimately, if not by scalene node biopsy then by 
bronchoscopy, pleural or lung biopsy, sputum 
evtology, or thoracotomy. 


Observations on a Parapharyngeal Tumor of 
Glomic Origin Arising from the Mixed Nerves and 
the Hypoglossal Nerve. D. Petit-Dutaillis, J. A. 
Chavany, H. Fischgold and others. Semaine hop. 
Paris 34:2389-2396 (Oct. 18) 1958 (In French) 
[Paris]. 


The authors report on a parapharyngeal tumor 
of glomic nature, associated with a tumor of the 
same nature arising from the hypoglossal loop, in 
a 46-year-old woman. The clinical history of this 
patient puzzled neurologists and various specialists 
for a long time, because for 6 years a paroxysmal 


,cough, resembling whooping cough and associated 


with occasional vomiting, was the only symptom 
manifested. Then spells of itching appeared in the 
throat, with lightning-like radiations along the 
course of the nerve in the fossa carotica, later 
radiating to the thorax and to the epigastrium. A 
tentative diagnosis of a duodenal ulcer was made. 
Suddenly, without any concomitant disorder of 
ceglutition, the patient’s voice became hoarse, and 
an otolaryngologist established paralysis of the 
recurrent laryngeal nerve on the right side. The 
occurrence of dull pain in the neck, radiating to the 
right external ear and shoulder, was attributed to 
transmission deafness caused by a functional de- 
fect in the eustachian tube. The appearance of a 
bulge in the nasopharynx, compressing the ton- 
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sillar region on the right, was the first sign leading 
to correct diagnosis, and by means of tomography 
and phlebography the precise extracranial localiza- 
tion of a tumor of the parapharyngeal segment 
arising from the vagus nerve was established. The 
other tumor arising from the hypoglossal nerve, 
which manifested itself in fibrillation of the right 
half of the tongue, was discovered only during the 
operation. 

The value of Pierre Duval’s incision (premastoid 
incision combined with a section of the mastoid 
process) is emphasized; by this method the com- 
plete removal of the 2 tumors and their separation 
from the adherent large vessels in this patient were 
greatly facilitated. Six months after the operation 
the patient showed progressive adjustment to the 
various functional disturbances resulting from the 
performed exeresis, but because of a new sign, 
consisting of right hemifacial enlargement, she was 
subjected to roentgenotherapy applied to the site 
of operation. When last seen, 2 years after the 
operation, she was well and was leading a normal 
life, although she still had spells of the coughing. 
The authors compare their observations on this 
patient with those rare cases of glomic tumors 
arising from the vagus nerve reported in the 
literature. 


Scurvy Following Bilateral Adrenalectomy: Report 
of 2 Cases. D. Chamberlain and N. V. Addison. 
Brit. M. J. 2:1128-1130 (Nov. 8) 1958 [London]. 


The authors report on 2 women, aged 37 and 62 
years, with advanced cancer of the breast, who 
underwent bilateral adrenalectomy and oopho- 
rectomy. Several days after the adrenalectomy the 
wounds became infected with Staphylococcus 
pyogenes var. aureus, and on the 11th postoperative 
day in one patient and on the 10th day in the 
other, purpuric spots appeared and hemorrhages 
occurred in the upper and lower extremities. The 
vitamin C saturation test revealed a marked vitamin 
C deficiency, the patients excreting only 21 and 31 
mg. of ascorbic acid, respectively, in the urine. A 
diagnosis of scurvy was made, and the patients were 
given 300 mg. of ascorbic acid daily by mouth; the 
purpurpic spots disappeared in the first patient 
and diminished in number in the second. 

The adrenal cortex is the main storage depot of 
vitamin C in man. The release of cortical hormones 
is associated with an increased excretion of ascorbic 
acid and a reduction in the content of ascorbic 
acid in the adrenal gland itself. The presence of 
infection is believed to cause vitamin C to be 
utilized more rapidly and thus deplete the limited 
reserves. It is a question whether vitamin C is 
concerned with the actual synthesis of the adreno- 
cortical steroids, but it is suggested that the power 
of the adrenal cortex to secrete the hormones is 
dependent on the presence of ascorbic acid. The 
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authors believe that patients who have their 
adrenal glands and ovaries removed tend to have a 
lowered reserve of vitamin C immediately after 
the operation. They suggest that these patients 
should be given an adequate intake of ascorbic 
acid to prevent the occurrence of deficiency 
svmptoms. 


Results of Conservative Management of Cancer of 
the Rectum in Poor Risk Patients. J. H. Wittoesch 
and R. J. Jackman. Surg. Gynec. & Obst. 107:648- 
650 (Nov.) 1958 [Chicago]. 


Although radical surgical procedures offer the 
patient with cancer of the rectum the best chance 
for cure, good judgment on the part of the clinician 
and surgeon dictates that certain patients with 
associated cardiovascular disease, senility and gen- 
eral disability, severe hypertension, diabetes, and 
so on be managed by conservative methods. Sur- 
geons at the Mayo Clinic often were surprised at 
the good results obtained by conservative methods 
in some of these poor-risk patients. To find out 
about the further course of a group of these con- 
servatively treated patients with cancer of the 
rectum, the authors studied the records of all of 
those managed in this manner at the Mayo Clinic 
during the 5-year period from 1945 through 1949. 
They found records of 128 patients for whom nor- 
mally radical surgical treatment would have been 
applied, but for whom, because of some associated 
debilitating condition or refusal of the patient to 
submit to radical procedures, the clinician and sur- 
geon had decided on some less drastic procedure. 
In the 5-year period under consideration approxi- 
mately 1,900 additional patients underwent radical 
surgical treatment for carcinoma of the rectum, so 
that the series of 128 managed conservatively 
represents only about 6% of the total cases. 

The nature of the conservative treatment carried 
out was as follows: fulguration, 28 cases; local 
excision, 19; irradiation (radium), 50; irradiation 
(roentgen-ray), 3; fulguration and radium treatment, 
18; fulguration and excision, 2; excision and radium 
treatment, 6; and radium and roentgen-ray irradia- 
tion, 2. Because of obstructive symptoms develop- 
ing later, it was necessary subsequently to perform 
colostomies in 10 cases. Although the nature of the 
conservative treatment has to be individualized, 
the authors gained the impression that fulguration, 
immediately followed by the topical application 
of a radium pack, has been the most satisfactory. 
They feel that, if one considers the morbidity and 
mortality associated with the radical surgical treat- 
ment in certain poor-risk patients with carcinoma 
of the rectum, it seems good clinical judgment to 
offer these patients the benefit of conservative 
treatment. Although this is sometimes spoken of 
as “palliative treatment,” it is curative in more in- 
stances than is generally appreciated. That 54 of a 
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series of 116 patients were living more than 5 years 
after the initial conservative treatment, that 6 were 
living more than 10 years later, and that 24 of the 
75 deaths were unrelated to the rectal carcinoma 
has led the authors to believe that many of these 
poor-risk or refusal patients can be salvaged by 
conservative methods. 


Necrobiosis Lipoidica Diabeticorum. J. W. Kelley. 
Plast. & Reconstruct. Surg. 22:342-347 (Oct.) 1958 
[Baltimore]. 


Necrobiosis lipoidica diabeticorum was first de- 
scribed under the title of “dermatitis atrophicans 
lipoides diabetica,” but most of the reported cases 
have appeared under the term, “necrobiosis lipoi- 
dica diabeticorum.” Although it was suggested that 
necrobiosis lipoidica diabeticorum and granuloma 
annulare represented variants of the same disease, 
it is now generally agreed that they are two distinct 
processes. Vascular changes in the small arterioles 
are thought to play a major role in lowering the 
resistance of the involved part, but the exact 
mechanism of the process remains a mystery. While 
the lesions may result from trauma, they have also 
appeared spontaneously with no history of injury. 
Prior to 1954-1955 diabetes mellitus was recorded 
in 80 to 90% of patients with necrobiosis lipoidica 
diabeticorum, but more recent observations indicate 
that diabetes mellitus exists in less than 50% of the 
patients. Necrobiosis lipoidica diabeticorum is 
found chiefly in women (ratio of 9:1). The average 
age of onset is the third decade. The lesions are 
usually asymptomatic except for mild pruritus and 
burning. When the dermatosis becomes infected 
and ulcerates, the patients complain of pain as 
well as other discomforts. The lesions are almost 
always located in the anterior tibial area, but about 
8 to 9% occur on the upper extremities or other 
parts of the body. 

Necrobiosis lipoidica diabeticorum was consid- 
ered a medical or dermatological problem until 
Cawley and Dingman in 1951 excised two large 
involved areas on the shins of a 57-year-old woman 
and covered them with split-thickness grafts. The 
recovery was excellent, and the ulcerations did not 
recur. This appears to be the treatment of choice 
in chronic ulcerations, even though there are 
dangers from the underlying occlusive vascular 
changes. The patient whose history is described 
was a 19-year-old woman who had had diabetes 
mellitus for approximately 7 or 8 years, but the 
diabetes had been adequately controlled. Approxi- 
mately one year prior to the initial examination, 
the patient had been hit across both shins with a 
hockey stick. Subsequently rather large ulcerations 
developed in the anterior tibial areas of both legs. 
The patient had been treated by several dermatolo- 
gists with numerous topical applications, but in 
spite of this and good control of her diabetes, the 
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ulcerations persisted. Surgical excision was advised. 
In preparation for the excision and grafting, warm 
saline compresses were applied, and 4 or 5 days 
later the entire involved areas were excised. Since 
there was severe oozing, it was thought advisable 
to pack the areas open for 24 to 48 hours and then 
apply the grafts. Two days later split-thickness 
grafts, taken from the buttocks area, were applied 
to the denuded areas. The grafts took very well. 
Approximately 3 years later, another ulcerated area 
developed below the graft on the left lower ex- 
tremity. Because of the persistence of this new 
ulceration, excision and skin grafting were carried 
out. This graft also healed well, and there has been 
no further ulceration. 


Experiences with the Surgical Treatment of 
Aneurysms of the Abdominal Aorta. J. H. Mahaffey. 
]. Kentucky M. A. 56:1103-1109 and 1154 (Nov.) 
1958 [Louisville]. 


The author reports on 5 men and 2 women, be- 
tween the ages of 57 and 74 years, who underwent 
elective resection of a nonruptured arteriosclerotic 
aneurysm of the abdominal aorta at the Louisville 
General Hospital between September, 1955, and 
March, 1958. The primary symptoms were ab- 
dominal discomfort and an abdominal mass which 
in 2 patients was noted to be definitely enlarging 
over a period of 2 to 6 months. Two men had 
previous myocardial infarctions, and abnormal 
electrocardiograms were obtained from a_ third. 
Translumbar abdominal aortography per- 
formed on the first 4 patients; on the last 3 patients 
it was not done, since involvement of the renal 
arteries by the aneurysm was not suspected. After 
resection of the aneurysm continuity of the blood 
flow was reestablished by the insertion of a freeze- 
dried abdominal aortic homograft or a suitable 
synthetic vascular prosthesis. All the patients sur- 
vived the elective resection of the aneurysm and 
are still living 2 to 17 months after the surgical 
intervention. One woman with severe hypertension 
had retinal hemorrhages 6 months after the opera- 
tion and had a stroke 8 months later. During the 
same period 2 men and 2 women, between the 
ages of 59 and 85 years, underwent resection of 
ruptured aneurysms of the abdominal aorta; only 
1 of the 4 patients survived the operation. 

The mere presence of an aneurysm alone without 
symptoms does not constitute an absolute indica- 
tion for surgical intervention in the poor-risk pa- 
tient. The final decision as to whether to operate 
on this type of patient should be left to the sur- 
geon. The development of symptoms referable to 
the aneurysm or an increase in the size of the 
aneurysm is a definite indication for rather im- 
mediate surgical intervention which can convert a 
hopeless prognosis into a relatively more favorable 
one. The age of the patient, the amount of physical 
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activity until the time of rupture of the aneurysm, 
the degree of generalized arteriosclerosis, and the 
duration of perforation of the aneurysm before 
the resection are important factors influencing the 
recovery rate. The mortality rate among patients 
with ruptured aneurysms, treated by aortic resec- 
tion and replacement of the vessel should be about 
40%. In an addendum, the author states that 2 
additional patients with arteriosclerotic aneurysms 
of the abdominal aorta involving the bifurcation 
of the vessel were operated on: one died on the 
5th postoperative day of oliguria and sudden hypo- 
tension; the other, when last seen 10 weeks after 
the operation, had continued to do well. 


Spontaneous Regression of Cancer. T. C. Everson. 
Connecticut Med. 22:637-643 (Sept.) 1958 [New 
Haven]. 


The author evaluated more than 1,000 cases of 
spontaneous regression of cancer collected from 
the world medical literature or obtained by per- 
sonal communication. To date, only 90 of these 
cases have been considered to have adequate docu- 
mentation, including histological confirmation of 
the diagnosis of malignancy, to accept them as 
probable examples of spontaneous regression of 
cancer, i. e., the partial or complete disappearance 
of a malignant tumor in the absence of all treat- 
ment or in the presence of therapy which is con- 
sidered inadequate to exert a significant influence 
on neoplastic disease. From the tabulation of these 
90 cases according to the type or location of tumor 
involved, it appeared that spontaneous regression 
of cancer was most commonly noted in patients 
with neuroblastoma (19), malignant melanoma (11), 
chorioepithelioma (9), and carcinoma of the blad- 
der (9). Possible factors for spontaneous regression 
of cancer include endocrine influences, unusual sen- 
sitivity to inadequate irradiation or other therapy, 
fever and/or infection, allergic (immune) reactions, 
interference with the nutrition of the tumor, and 
removal of the carcinogenic agent. 

Evidence of spontaneous regression of cancer is 
significant from several standpoints. Its existence, 
in at least some cases, supports the concept of 
biological control of cancer and reinforces the hope 
that a more satisfactory method of treating cancer 
than surgical intervention and/or irradiation may 
be found. The occurrence of spontaneous regression 
of cancer shows the need for caution in the assess- 
ment of the value of chemotherapeutic and un- 
orthodox therapeutic measures in “isolated” cures 
of cancer. The remote possibility of spontaneous 
regression of cancer must be considered in the 
evaluation of the prognosis of certain cancers, and 
it may be of some psychotherapeutic value in a 
patient with cancer which is not amenable to sur- 
gical and/or irradiation treatment. 
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Satisfactory Surgical Correction of Pectus Ex- 
cavatum Deformity in Childhood: A Limited Op- 
portunity. K. J. Welch. J. Thoracic Surg. 36:697-713 
(Nov.) 1958 [St. Louis]. 


Of 138 children with moderate to severe pectus 
excavatum deformity, who were evaluated be- 
tween 1951 and 1958 with regard to the desirability 
of surgical correction, 76 (53%) were operated on 
in the pediatric surgical service of the Boston City 
Hospital. There were 49 boys and 27 girls, ranging 
in age from 8 months to 14 years. Multiple chon- 
drotomies with suture fixation were performed on 
34 patients. Subperichondrial resection with trans- 
verse sternotomy, which proved to be less hazard- 
ous than the previous method, was performed on 
39 patients. Two patients underwent xiphoidectomy 
and retrosternal freeing, and 1 had cartilage re- 
section with rib strut. There were 2 operative 
deaths, both in connection with anesthetic man- 
agement. The 74 surviving patients were followed 
up from less than 1 year to 6 years or more. Some 
degree of recurrence developed in 7 patients, in 
whom the results, therefore, were considered un- 
satisfactory even though the deformity was subse- 
quently corrected by a second operation in 3. An 
excellent result was achieved in 67 patients. 

Studies of cardiopulmonary function are re- 
ported. These indicate that within the ideal elec- 
tive period for surgical intervention, i. e., between 
the ages of 2 and 5 years, there is no objective 
evidence of abnormal function. There is no evi- 
dence of pulmonary insufficiency until the volume 
of the thorax is grossly reduced below normal in 
the first decade of life. Two patients had reduction 
in pulmonary function to the 50% level. They were 
not returned to normal levels by elevation of the 
sternum. Surgical correction at a later age, although 
cosmetically partially effective, does not convert 
the habitus of these patients to normal. When 
there is objective evidence of a cardiopulmonary 
handicap, their condition may be improved from 
severe to better, but they are not returned to a 
normal range. Because of the inability to predict 
the future course of children with marked, pro- 
gressive pectus excavatum deformity, they should 
be recommended for surgical intervention by the 
third year of life if they are to be restored to 
normalcy in all cases. 


NEUROLOGY & PSYCHIATRY 


Neurological Syndromes Associated with Car- 
cinoma: The Carcinomatous Neuromyopathies. 
R. Brain and R. A. Henson. Lancet 2:971-974 (Nov. 
8) 1958 [London]. 


The natural history of the various types of neu- 
rological disorders associated with carcinoma in the 
absence of relevant secondary deposits has been 
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studied in 42 patients; 20 patients have been re- 
ported on previously, an abstract of one report 
having been published in Journat (147:700 
[Oct. 13] 1951). In all these patients there was 
histological proof of the diagnosis of carcinoma, 
while 22 postmortem examinations proved that the 
syndromes described were not due to secondary 
deposits. Thirty-two of the 42 patients (23 males 
and 9 females) had carcinoma of the lung, and in 
the remaining 10 the ovaries, prostate, rectum, and 
breast were involved. Of the 42 patients, 8 had 
cortical cerebe!lar degeneration with the clinical 
picture of subacute or even acute cerebellar dis- 
order. Vertigo, ataxia, severe cerebellar deficit in 
the limbs, dysarthria, diplopia, and nystagmus were 
present. All but one of the patients deteriorated 
mentally. The disability in some cases progressed 
so rapidly that in a matter of a few weeks the pa- 
tient was unable to walk or stand. This form of 
carcinomatous neuromyopathy has been associated 
with carcinoma of the lung, breast, and ovary. 

Seven patients among the remaining 34 presented 
mixed forms of neuromyopathies. The only cere- 
bellar change found in this group was degeneration 
of the cells of the dentate nucleus coupled with a 
loss of fibers in the superior cerebellar peduncles. 
Degeneration of the pyramidal tracts and posterior 
columns in the spinal cord, cellular infiltration of 
the meninges, and perivascular cuffing of the vessels 
of the spinal cord and of the medulla below the 
floor of the 4th ventricle were found. Bulbar palsy, 
ptosis, and weakness of external ocular movements 
occurred. All but 1 of the 7 patients were severely 
disabled over periods ranging from 3 months to 2 
years. The underlying cancers were in the lung 
and breast. 

There remain 27 patients, 5 of whom presented 
motor and sensory symptoms of the usual type, 
though not of the pure type, for dementia and ex- 
tensor plantar responses were present on occasion. 
Complete remissions occurred in 2 patients. Symp- 
toms due to cancer developed in one patient 6 
months after the remission. Another 5 among the 
27 patients showed degeneration and loss of neu- 
rons in the posterior root ganglions, with associated 
degeneration of the peripheral nerves and posterior 
columns. Clinically, the picture was one of a pure 
sensory neuropathy without motor weakness. Asso- 
ciated symptoms included gross hysteria in 2 pa- 
tients, dementia in 1, and extensor plantar responses 
in 1. The course varied from 2 months to more than 
a year. All these patients had carcinoma of the 
lung. The remaining 17 patients presented neuro- 
muscular disorders. The onset of symptoms was 
usually subacute with a history of a few weeks or 
months. Weakness affecting limb girdles and trunk, 
as well as diplopia, ptosis, and bulbar paresis, oc- 
curred, There was clinical evidence of nervous 
lesions in some patients, sometimes even dementia. 
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Patients with such evidence of neural lesions occa- 
sionally had myasthenia weakness responsive to 
neostigmine therapy. Postmortem examinations on 
7 patients and the performance of muscle biopsy 
on 4 yielded no clues as to the site of the lesion 
responsible for the muscular wasting. 

In none of the patients examined post mortem 
have cerebral metastases been found, nor have 
representative sections of the brain shown any 
microscopic infiltration. Treatment has been di- 
rected toward the associated cancer. Physical ther- 
apy is helpful in patients with neuromuscular 
disorders, and neostigmine should be employed in 
the myasthenic cases. Cortisone is advised for pa- 
tients with dermatomyositis. Vitamin therapy has 
not been of value. 


Sequelae of Primary Aseptic Meningo—Enceph 

litis: A Clinical, Sociomedical, Electroencephalo- 
graphic and Psychological Study. R. Miller, I. 
Nylander, L.-E. Larsson and others. Acta psychiat. 
et neurol. scandinav. (supp. 126) 33:1-115, 1958 (In 


English) [Copenhagen]. 


The authors report on 135 male and 103 female 
patients, between the ages of 5 and 39 years, who 
were treated for primary aseptic meningoencepha- 
litis at the hospital for infectious diseases in Stock- 
holm between 1946 and 1954 and who underwent 
a clinical, sociomedical, electroencephalographic, 
and psychological examination during 1956. Of the 
238 patients, 78 were less than 15 years of age at 
the onset of the disease. For more accurate evalua- 
tion of the results of these examinations, 138 other 
persons submitted to the same examinations as a 
contratest group. They were selected in such a way 
as to be comparable with the patients according 
to the “social twin” principle. Meningoencepha- 
litis had not been diagnosed in any of the contratest 
group. 

No significant differences were found between 
the 2 groups with regard to the incidence of 
various mental symptoms, the number of symptoms 
per person, the degree of severity of these symp- 
toms, or the character of the principal mental 
symptoms. Headache was more common in the 
patients, but the degree of severity was the same in 
both groups. Two patients had epilepsy, 2 had tonic 
pupils, and 2 had endocrine disorders. None of 
these conditions were observed in the contratest 
group. The 2 groups did not differ in any important 
way with respect to occupational status, school 
performance, and social adjustment. The incidence 
of abnormal electroencephalograms was _ higher 
among the patients. The differences were small but 
probably not due to chance. The results of the 
electroencephalographic examination in the patients 
showed no correlation with the clinical data or 
with the psychometric findings. The psychological 
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examination revealed no noteworthy differences be- 
tween the younger patients and their “social twins.” 
The performance of the adult patients, on the 
other hand, was almost invariably poorer than that 
of their “social twins.” This may have been a 
result of the meningoencephalitis, but it may also 
have been due to the fact that, from the point of 
view of performance, the contratest group prob- 
ably represented a better sample of the population 
than the patients did. 

A total of 32 patients had permanent residual 
symptoms after the meningoencephalitis at the 
end of the observation period. These patients did 
not show a higher rate of abnormal electroencepha- 
lograms than the other patients. In an additional 
74 patients, who had complained of neurological 
and mental symptoms which were present at the 
time of the patients’ discharge and which arose in 
direct connection with the meningoencephalitis, 
these sequelae were mild and disappeared during 
the observation period, generally within a few 
months. Older patients showed sequelae more often 
than younger patients, and women more often than 
men. The degree of severity of the meningo- 
encephalitis and the results of the electroencepha- 
lographic examination during the acute stage of 
the disease showed no correlation with the occur- 
rence of the sequelae. Mental symptoms preceding 
the onset of meningoencephalitis and stressful situ- 
ations during the period of onset, on the other hand, 
were found to be of significance in the appearance 
of mental sequelae. 

The prognosis for primary aseptic meningo- 
encephalitis proved to be very good for both 
children and adults in this series. This is not com- 
patible with the assumption that primary aseptic 
meningoencephalitis of the type observed in 
Sweden during the past 20 vears is a common 
or, in any other sense, an important cause of mental 
illness or behavioral disturbances. Nor does 
meningoencephalitis of this type appear to be of 
any great causative significance in epilepsy, nar- 
colepsy, or endocrine disorders. 


Fresh Head Injuries: Clinical and Electro-encephal- 
ographic Studies on 399 Patients. E. Frantzen, 
B. Harvald and H. Haugsted. Acta psychiat. et 
neurol. scandinav. (no. 4) 33:417-428, 1958 (In Eng- 
lish) [Copenhagen]. 


The authors report on 257 men and 142 women 
with head injuries, who were referred to the 
neurological department of the Frederiksberg Hos- 
pital in Copenhagen not later than one week after 
their admission to the casualty ward of this hos- 
pital immediately or shortly after sustaining their 
injuries. Most of the head injuries were caused by 
traffic accidents. As might be expected, the symp- 
toms exhibited by motorcyclists and automobile 
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drivers were considerably severer than those ob- 
served in pedestrians and bicyclists. Nine of the 399 
patients had intracranial hematomas and were 
transferred to the department of neurosurgery. Five 
of the 399 patients died, and 4 of the deaths oc- 
curred among patients with intracranial hema- 
tomas. The symptoms were severer in men than in 
women, but the duration of symptoms was longer 
in women than in men. 

Electroencephalograms were obtained from 238 
patients on one or more occasions. Normal electro- 
encephalograms were obtained from 157 of the 
238 patients; the electroencephalograms of the re- 
maining 81 patients (34%) revealed various abnor- 
malities. The frequency of irritative foci, i. e., foci 
with spikes, sharp waves, or rhythmic series of slow, 
high-voltage activity, was considerably higher in 
children than in adults. All foci in children up to 9 
years of age were of occipital localization, while 
this localization was not observed in any of the 
patients over 20 years of age; these irritative oc- 
cipital foci did not show any correlation with the 
severity of the sustained trauma. Most of the ab- 
normal electroencephalographic findings disap- 
peared within 3 months after the occurrence of the 
trauma. Electroencephalograms are of some prog- 
nostic value; the symptoms persisted for a longer 
period in patients with severe diffuse abnormalities, 
but an absolute correlation between the electro- 
encephalographic findings and the clinical mani- 
festations could not be demonstrated. 


GYNECOLOGY & OBSTETRICS 


Studies to Detect the Escape of Amniotic Fluid 
into the Maternal Circulation During Parturition. 
R. A. Sparr and J. A. Pritchard. Surg. Gynec. & 
Obst. 107:560-564 (Nov.) 1958 [Chicago]. 


The authors present 2 proved cases of amniotic 
fluid embolism that occurred in Dallas, Texas, dur- 
ing the past 2 years. One of the women died al- 
most immediately after the first sign of distress. In 
the other, death did not occur until 4% hours after 
the initial evidence of difficulty and defective blood 
coagulation was demonstrated. The studies de- 
scribed were designed primarily to answer the 
following questions: 1. Do slight to moderate 
amounts of amniotic fluid regularly or even occa- 
sionally escape into the maternal circulation during 
labor or delivery without producing clinical evi- 
dence of such an escape? 2. Is the detection of any 
amniotic fluid debris in maternal blood vessels al- 
ways an indication of a pathological state, or can 
it represent a normal event regularly associated 
with labor and delivery? 3. Does the use of Pitocin 
to initiate and maintain labor enhance the escape 
of amniotic fluid into the maternal circulation? 
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The possibility was ascertained whether maternal 
red blood cells labeled with radioactive sodium 
chromate (Na,Cr°'O,) and placed in the amniotic 
sac might prove a satisfactory “tag” to detect any 
transfer of amniotic fluid into the maternal circula- 
tion. Preliminary studies in which red blood cells 
were added to sterile amniotic fluid in vitro and 
incubated at 37 C for 24 hours revealed that amni- 
otic fluid was no more than slightly hemolytic. 
Subsequent studies performed in vivo also yielded 
only minimal evidence of hemolysis within the 
amniotic fluid at the end of 24 to 36 hours. 

Thirty to 50 ml. of blood drawn from the mother 
was incubated with 150 to 200 » ¢ of NayCr°'O, in 
acid-citrate-dextrose solution for 20 to 40 minutes 
at room temperature with occasional agitation of 
the flask. The supernatant liquid was removed 
after centrifuging, and the separation was repeated 
after resuspending the red blood cells in 3 to 4 
times their volume of isotonic sodium chloride 
solution. After 2 such washings enough saline solu- 
tion was added to restore or slightly exceed the 
original volume of blood. At this time 98 to 100% 
of the radioactivity was bound to the erythrocytes. 
A carefully measured volume ranging from 20 to 
40 ml. of a suspension of red blood cells so labeled 
and suspended in saline solution and containing 
about 100 » c of radioactive chromium was intro- 
duced transabdominally into the amniotic sac to 
effect tagging of the amniotic fluid. The patients 
selected for study either were for repeat cesarean 
section (13 patients) or were at term, being either 
in very early labor or suitable for induction of labor 
(25 patients). From 2 to 24 hours after tagging the 
amniotic fluid, spontaneous labor with delivery 
occurred in 13 patients, and labor was induced and 
maintained with dilute intravenous pitocin solu- 
tion in 12. Maternal blood specimens were col- 
lected before cesarean section or at the start of 
induction of labor, when the amniotic sac ruptured, 
at delivery, and every 24 to 48 hours thereafter 
for 2 to 5 days. It was concluded on the basis of 
these studies that normally practically no amniotic 
fluid escapes into the maternal circulation during 
labor or delivery, that the use of Pitocin to initiate 
and maintain labor does not especially enhance its 
escape, and that the finding of any amniotic fluid 
debris in the maternal lungs is evidence of a 
pathological process rather than merely an after- 
math of normal labor and delivery. 


Changes of Breast in Imbalance of Hypophysial- 
Ovarian Hormones. J. Argons, R. Grienberg, $. Wais 
and L. Ferreyra Revel. Rev. Asoc. méd. argent. 
72:245-248 (July) 1958 (In Spanish) [Buenos Aires]. 


Fifty-five women with endocrine diseases due to 
an imbalance of the hypophysial-ovarian hormones 
were observed on the endocrinology ward of the 
Rivadavia Hospital in Buenos Aires. Thirty-nine 
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patients had several syndromes due to total ovarian 
insufficiency, 1 had hypothalamic amenorrhea, and 
15 had total insufficiency of the anterior part of the 
hypophysis. The urinary gonadotropins were in- 
creased in total ovarian insufficiency, were normal 
in hypothalamic amenorrhea, and were diminished 
in total insufficiency of the anterior part of the 
hypophysis. In all 55 patients the vaginal cytology 
indicated a diminution of estrogenic activity. Estro- 
gen therapy was given as follows: Patients with 
total ovarian insufficiency received diethylstilbestrol 
dipropionate in daily doses of 1 or 2 mg. for a 
series of 20 days each; intervals of 10 days were 
interposed between treatment periods to permit 
resumption of the menstrual cycle. Before treat- 
ment the breast was undeveloped, atrophic, or 
hypotrophic, with normal areolar and nipple pig- 
mentation and without nipple secretion. After treat- 
ment the weight and size of the breast became 
normal, areolar and nipple pigmentation increased, 
and nipple secretion did not appear. Patients with 
total hypophysial insufficiency had intramuscular 
injections of estradiol benzoate, 50,000 I.U. each, 
every other day for a total of 90 days. Before treat- 
ment the breast was undeveloped or atrophic, with 
slight areolar and nipple pigmentation and without 
nipple secretion. No changes in the breast were 
obtained in these patients from estrogen therapy, 
but as long as the treatment was continued, the 
patients reported occurrence of scanty menstrua- 
tion with hypogastric pain. In hypothalamic amen- 
orrhea, as well as in amenorrhea with galactorrhea, 
the breast and the areolar and nipple pigmentation 
were normal before treatment. The breast was 
unchanged and the areolar and nipple pigmenta- 
tion increased after treatment in both conditions. 
The treatment did not affect the absence of nipple 
secretion in hypothalamic amenorrhea and its pres- 
ence in amenorrhea with galactorrhea. 


Cervicocolpitis (Vaginitis) Emphysematosa. M. R. 
Abell. Surg. Gynec. & Obst. 107:631-638 (Nov.) 
1958 [Chicago]. 


Cervicocolpitis emphysematosa is an unusual but 
distinctive lesion which is characterized by the 
presence of small gas-filled spaces in the lamina 
propria of the vagina and frequently also beneath 
the squamous mucosa of the cervix uteri. In earlier 
reports the condition was referred to as “vaginitis 
emphysematosa,’ but the author feels that this 
term is inadequate, because it does not indicate 
involvement of the uterine cervix which is frequent. 
The author reviews 8 cases of cervicocolpitis em- 
physematosa, which were found in the material of 
the department of pathology of the University 
Hospital in Ann Arbor, Mich., during a period of 
17 years. Four cases were incidental discoveries at 
autopsy, there being no clinical indication of the 
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condition. The other cases were diagnosed by 
biopsies of specimens from the vagina and uterine 
cervix, which were performed during the investiga- 
tion of leukorrhea with the purpose of excluding a 
neoplasm. The ages of the patients ranged from 32 
to 67 years, with an average age of 49 years. All 
patients had been or were married and, with one 
exception, had had children. Four patients had 
passed the menopause. None of the other patients 
was pregnant at the time the diagnoses were made. 
One woman had an abortion approximately 3 
months prior to her death when the autopsy re- 
vealed the unsuspected vaginal lesion. 

Congestive cardiac failure was a_ predisposing 
condition in 4 of the patients, and jn 2 other pa- 
tients there were systemic congestion and hypoxia 
which were associated with chronic pulmonary 
disease. The characteristic feature of the disease 
is the presence of cystic lesions, “gas spaces,” in 
the connective tissue beneath the mucosa of ecto- 
cervix and vagina. These gas spaces are presumed 
to contain air and excite a foreign-body reaction 
with multinucleated giant cells. Other histological 
changes include marked congestion of submucosal 
tissues, exfoliative hyperplasia of squamous mucosa. 
and chronic inflammation. There is no evidence 
that the condition is due to any specific infective 
organism. The lesions appear to form quickly, dis- 
appear just as readily, and do not tend to recur 
except possibly during pregnancy. The observation 
of 8 cases during a period of 17 vears indicates 
that the condition is not as rare as reports in the 
English literature would suggest. 


A Case of Birth of a Healthy Baby to a Mother 
During the Incubation Period of Rabies. V. K. 
Viazhevich. J. Microbiol. (Translation from the 
Russian) 28:1022-1023 (No. 7-8) 1957 [New York]. 


The author reports on a 21-year-old pregnant 
woman living in a neighborhood in which rabies 
frequently occurred among animals. She possessed 
a 2-month-old puppy that had lived in the house 
since its birth. The animal frequently licked and 
nibbled the woman's hands. Then its behavior 
changed, and rabies was suspected. On being killed 
in December, 1953, Negri bodies were found in its 
brain. Unfortunately the woman did not inform 
her physician about these events. Shortly after- 
wards she was delivered of a healthy baby at a 
maternity home and was discharged in a satisfactory 
condition on Dec. 23, 1953. Seven days later when 
signs of infection with rabies occurred, she was 
admitted to a hospital and died there on Jan. 21, 
1954. The diagnosis of rabies was confirmed by 
microscopic examination. The child was kept un- 
der observation for 2 years and 8 months; it re- 
mained healthy. These findings indicate that the 
rabies virus cannot penetrate the placenta during 
the incubation period. 
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PEDIATRICS 


The Effect of Epidemic Parotitis and Prednisone on 
Lipid Nephrosis. M. Wijffels. Maandschr. kinder- 
geneesk. 26:299-310 (Sept.) 1958 (In Dutch) [Leiden, 
The Netherlands]. 


The author describes observations on a 6-year- 
old boy in whom a diagnosis of lipid nephrosis was 
established. After commenting on the pathologico- 
anatomic basis of lipid nephrosis and on its patho- 
logical physiology, he discusses the clinical course 
and the treatment. In the boy whose history is 
presented, it was found that an attack of mumps 
(epidemic parotitis) had the same therapeutic effect 
on the lipid nephrosis as had treatment with predni- 
sone. Complete remissions were obtained 3. times 
in succession with prednisone therapy. The mo- 
ment the therapy was stopped the lipid nephrosis 
recurred. A small maintenance dose was sufficient 
to sustain the remission obtained. 


Obstructive Factors in the Pulmonary Hyaline 
Membrane Syndrome in Asphyxia of the Newborn. 
J. M. Craig, kK. Fenton and D. Gitlin. Pediatrics 
22:847-856 (Nov.) 1958 [Springfield, IIl.]. 


The authors describe experiments which aimed 
at defining the role of the pulmonary hvaline mem- 
brane in the respiratory distress of newborn infants 
with the hyaline membrane syndrome. Lungs were 
obtained from 3 groups: (1) infants without evi- 
dence of respiratory distress. including full-term 
and premature infants dving of ervthroblastosis and 
massive aspiration of gastric contents; (2) a full- 
term stillborn infant with severe hydrocephalus; 
and (3} premature infants with histories of post- 
natal asphyxia typical of the hyaline membrane 
svndrome. The 8 infants in the latter group lived 
from 3 hours to 2 days. In all instances the lungs 
of one side were used for injection studies, while 
sections of the contralateral uninjected lungs were 
obtained to confirm the presence or absence of the 
hvaline membranes. Three types of masses were 
injected into the lungs: (1) a gelatin-India_ ink 
compound; (2) a latex, ammonia, and water mix- 
ture; and (3) solutions of various concentrations 
of plasmin. 

The study of serial sections, reconstructions, and 
latex casts from infants with severe atelectasis with 
hvaline membrane formation left little doubt that 
such lungs have a markedly different pattern of 
expansion under controlled conditions than lungs 
of infants without evidence of intrinsic pulmonary 
pathology. The demonstration that such mem- 
branes line all the expanded air-containing spaces 
beyond the epithelium-lined bronchi and that such 
membranes block the effective passage of gelatin- 
India ink mixtures into more distal alveoli are 
quite in keeping with the reconstructed figures and 
latex casts. It would appear that the membranes 
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must act in part as a definite barrier to the ventila- 
tion of the more peripheral alveoli, as well as 
interfere with diffusion of oxygen and carbon 
dioxide within the air-containing proximal alveoli 
which stil! communicate freely with the bronchi. 

The introduction of plasmin into the lung caused 
dissoJution of the hyaline membranes. The authors 
feel that this has theoretical as well as practical 
importance. Plasmin is a fibrinolysin which is ob- 
tained by activation of plasminogen by streptoki- 
nase, the former being a component of human 
plasma. Plasmin has been shown to be effective in 
vitro and in vivo in lysing fibrin clots, and appears 
to be innocuous to normal tissues, having been 
used intravascularly, in sinus tracts, and in open 
wounds. The authors had demonstrated previously 
that the mass of the material in the hyaline mem- 
brane was fibrin; the dissolution of such mem- 
branes by plasmin is consistent with that observa- 
tion. The introduction of plasmin in high concen- 
tration into the trachea of an infant with the hyaline 
membrane syndrome may possibly prove an effec- 
tive method of therapy. 


Serious Complications of Chickenpox. F. Kuipers 
and J. van der Mei. Maandschr. kindergeneesk. 
26:294-298 (Sept.) 1958 (In Dutch) [Leiden, The 
Netherlands]. 


Chickenpox is generally a relatively harmless 
disease. Complications are rare, and, when they 
do occur, they are usually the result of secondary 
infection with hemolytic streptococci. In recent 
years primary chickenpox pneumonia has been ob- 
served chiefly in adults. It is not known what factor 
or combination of factors is responsible for the 
fact that the varicella infection is usually limited 
to the skin. A number of recent reports indicate 
that in patients who are being treated with adrenal 
steroids for other disorders the feared generaliza- 
- tion of an intercurrent chickenpox infection is often 
observed. In this connection the authors mention 2 
children formerly treated at their clinic. One had 
received cortisone in daily doses of 12.5 to 100 mg. 
in the treatment of aplastic anemia with throm- 
bocytopenia and had recently received a mainte- 
nance dose of 5 mg. of prednisone per day. This 
child died 3 days after the eruption of the exanthem 
as the result of hemorrhagic chickenpox. The sec- 
ond child, who had an acquired hemolytic anemia, 
had been treated for years with a daily mainte- 
nance dose of cortisone, from 10 to 25 mg., and 
had recently been given prednisone, at first 20 and 
then 10 mg. per day. When chickenpox developed, 
his general condition rapidly declined, and he died 
of bronchopneumonia 6 days after the onset of the 
chickenpox. In 2 older children who received 
prednisone for idiopathic thrombocytopenic pur- 
pura and rheumatoid arthritis, respectively, inter- 
current chickenpox infection was without serious 
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complications after they had received convalescent 
serum and the dose of prednisone had been re- 
duced to a maintenance level. 


Patent Ductus Arteriosus: A Clinical and Hemo- 
dynamic Study of 23 Patients in the First Year of 
Life. A. M. Rudolph, F. E. Mayer, A. S$. Nadas and 
R. E. Gross. Pediatrics 22:892-904 (Nov.) 1958 
(Springfield, T1.]. 


The authors describe the clinical findings, hemo- 
dynamic data, and results of treatment in 23 in- 
fants with patent ductus arteriosus, who ranged in 
age between 6 days and 1 year. The differentiation 
by clinical means of patent ductus arteriosus from 
other cardiac lesions with left-to-right shunts (ven- 
tricular septal defect, endocardial cushion defect) 
is frequently very difficult in young infants. Be- 
cause of the frequency of severe symptoms in in- 
fancy and their dramatic response to surgery, rec- 
ognition of the entity assumes great importance. It 
is suggested that the diagnosis be considered in 
any infant with clinical evidence of a large left-to- 
right shunt. Cardiac catheterization proved to be 
a useful and reliable method for establishing the 
diagnosis and for providing detailed hemodynamic 
observations. Catheterization caused no complica- 
tions in this group. In most instances the catheter 
can traverse the ductus and can be passed into the 
descending aorta. It is important to distinguish 
between passage of the catheter from pulmonary 
artery to aorta and passage from right ventricle 
through a ventricular septal defect to aorta. Pres- 
sures recorded during slow withdrawal of the cath- 
eter demonstrate a step-wise change from aorta, 
through the ductus, to pulmonary artery. 

The authors give particular attention to arterial 
oxygen unsaturation, which was present in over 
half of the patients. The finding of unsaturated 
femoral arterial blood suggested the presence of a 
right-to-left shunt through the ductus. However, 
in 5 patients with arterial unsaturation, from whom 
simultaneous right axillary and femoral arterial 
blood samples were obtained, only one showed a 
higher saturation in the axillary artery. The mech- 
anism of the arterial unsaturation required ex- 
planation, and the authors discuss it in its relation 
to pulmonary disease and right-to-left shunting of 
blood. A large atrial left-to-right shunt may occur 
through a dilated foramen ovale in infants with 
patent ductus arteriosus. Pulmonary arterial hyper- 
tension of mild to severe degree was present in the 
majority of the patients, but pulmonary vascular 
resistance was elevated in only 5. 

Surgical division of the ductus was performed 
in 21 of the 23 patients shortly after establishing 
the diagnosis. One infant died 3 days after opera- 
tion with severe respiratory distress and was found 
at autopsy to have acute bronchopneumonia, 
chronic mastoiditis, hypoplastic kidneys, and con- 
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genital absence of the spleen. Another infant died 
3 months after surgery, and the circumstances of 
death are unknown. A third patient died 18 months 
after surgery of progressive pulmonary vascular 
disease. Otherwise the results have been gratifying. 
Of the 18 patients who survived, only 9 have been 
followed for more than a year since operation. 
Three of them still have symptoms, but these have 
associated lesions. 


Bronchopulmonary Sequestration in Infancy and 
Childhood. C. L. Warner, R. L. Britt and H. D. 
Riley Jr. J. Pediat. 53:521-528 (Nov.) 1958 [St. 


Louis]. 


Bronchopulmonary sequestration is usually con- 
sidered to be the association of an anomalous artery 
with a dissociated or sequestrated bronchopul- 
monary mass. Two cases, one intralobar and the 
other extralobar in type, occurring in children are 
reported; the latter was associated with congenital 
absence of the pericardium. Both patients were 
cured by surgical extirpation of the involved seg- 
ment. It is generally agreed that bronchopulmonary 
sequestration is of congenital origin. Prevailing 
theories concerning development of the anomaly 
have been grouped into 4 categories—mechanical, 
traction, vascular insufficiency, and idiopathic. The 
hypothesis that has received most favor is that of 
vascular traction, suggested by Pryce. This theory 
considers the primary fault to be in the develop- 
ment of an abnormally located artery and the asso- 
ciated pulmonary anomaly to be a complication or 
secondary effect. Regardless of the exact mech- 
anism, the sequence of events is most likely to 
occur in the region of the primitive diaphragm. 
The aberrant arteries most frequently arise from 
the lower thoracic or upper abdominal aorta and 
commonly traverse the inferior pulmonary liga- 
ment. Pryce found that the anomalous arteries, 
although of systemic origin, frequently resembled 
pulmonary arteries in that their walls were more 
elastic than muscular. Some were found to appear 
systemic on the aortic side and pulmonic on the 
lung side. In any event, such arteries subject to 
systemic-arterial pressure often exhibit athero- 
matous degeneration. 

The following significant differences between 
extralobar and intralobar sequestration have been 
pointed out by Pryce: 1. Extralobar sequestration 
shows a marked left-sided preponderance, only 3 
of 40 cases having occurred on the right side. 2. 
Venous drainage from an extralobar sequestrum 
frequently is to the hemiazygos vein, with that from 
an intralobar sequestrum usually to the pulmonary 
vein. 3. Extralobar sequestration commonly is as- 
sociated with a diaphragmatic hernia. This has not 
been noted with intralobar pulmonary sequestra- 
tion. The left preponderance of extralobar seques- 
tration suggests a later embryonic origin when the 
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expanding pleural sacs envelop the pericardium. 
The absence of the left mediastinal pleura and 
pericardium associated with the pulmonary ectopia 
in the second of the 2 reported cases provides evi- 
dence to support this. In extralobar sequestration 
the lesion is anatomically separated from the ad- 
jacent lung, although otherwise the gross and 
microscopic pathology is similar to that of intralobar 
sequestrums. Extralobar sequestrums apparently 
are seldom infected. In intralobar sequestration 
recurrent infection is the rule. Antibiotic therapy 
produces only temporary remission from symptoms, 
and infection invariably recurs. Bronchoscopic 
aspiration and postural drainage are of little or no 
avail. Definitive treatment is surgical and consists 
of extirpation of the diseased tissue. In extralobar 
sequestration the lesion may be excised without 
disturbing the adjacent normal lung; in intralobar 
pulmonary sequestration lobectomy is indicated. 


Genuine Hydronephrosis in Children: Clinic, Treat- 
ment and Results of Treatment. J. Lund. Ugesk. 
leger 120:1385-1389 (Oct. 16) 1958 (In Danish) 
[Copenhagen]. 


Twelve cases of genuine hydronephrosis in chil- 
dren are reported, 10 of which were treated by 
conservative intervention, with good results, both 
as to function and as to disappearance of the symp- 
toms after plastic operation. Follow-up for from 1 
to 5 years showed completely good results in 7 
cases; 1 child is subjectively free from symptoms, 
with sterile urine, but the hydronephrosis has not 
disappeared; and 2 patients are improved but have 
at times had infection of the urinary tract. The 
treatment of hydronephrosis in children should to 
a far greater degree than in adults be operative to 
improve or to preserve the renal function. Conserv- 
ative treatment gives the prospect of good results 
and can be carried out in almost 90% of the cases. 
Early recognition of the hydronephrosis is impor- 
tant. Roentgen diagnosis, i. e., urography, is deci- 
sive and is called for in all children with recurring 
abdominal colic and in all children with “chronic 
appendicitis.” In treatment of hydronephrosis in 
children nephrectomy should be undertaken only 
when there is no renal tissue left. 


Severe Generalized Disease (Encephalohepatomyo 
carditis) Occurring in the Newborn Period and Due 
to Infection with Coxsackie Virus, Group B: Evi- 
dence of Intrauterine Infection with This Agent. 
S. Kibrick and K. Benirschke. Pediatrics 22:857-875 
(Nov.) 1958 [Springfield, IIl.]. 


Recent reports indicate that infection with Cox- 
sackie viruses of group B during the neonatal 
period may result in a severe and frequently fatal 
disease, characterized primarily by myocarditis 
and/or meningoencephalitis but also with involve- 
ment of other organs. The authors report 2 addi- 
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tional cases of infection with Coxsackie virus, 
group B, type 4, both with fatal termination. In the 
first, the virus was present in the myocardium in 
high titer and was isolated as well from the feces 
of 2 siblings. In the second, in which infection was 
incurred in utero, the agent was recovered from 
the myocardium, spinal cord, and liver of the in- 
fant as well as from the feces of the mother. The 
clinical histories, along with pertinent pathological 
and virologic findings, are described, and their 
significance is considered. 

During the past few years at least 25 cases of 
this disorder have been recognized. Of the 25 in- 
fants, 3 and 10, respectively, were involved in 2 
nursery outbreaks in South Africa. Coxsackie virus, 
group B, type 4, was recovered from the feces of 
2 of the 3 children in the smaller outbreak. In the 
larger outbreak, brain tissue from 2 infants and the 
feces of a 3rd produced changes in suckling mice 
consistent with group B Coxsackie infection, and a 
Coxsackie virus, group B, type 3, was isolated from 
the feces of a 4th. The remaining 12 infants repre- 
sented sporadic cases of this disorder in which the 
diagnosis was established by isolation of the virus 
at autopsy. The clinical and pathological findings 
on these patients are tabulated. 


osterone in Treatment of Mon- 
golism. J. de Rev. espan. pediat. 14:545- 
552 (July-Aug.) 1958 (In Spanish) [Saragossa]. 


Mongolism is a syndrome of morphologic abnor- 
malities of embryonal origin. It can be mitigated 
by early proper treatment but becomes more 
marked in untreated patients. Suprarenal cortical 
insufficiency is an important factor in its patho- 
genesis. Correcting the insufficiency improves the 
mongoloid facies and relieves other symptoms. This 
was found by chance in a baby with mongolism 
who was being treated with desoxycorticosterone 
acetate (DOCA) for a different illness. Later DOCA 
was used with equally good results in some other 
infants with mongolism. The author has used de- 
hydroepiandrosterone (DEA ) in treating 61 out of a 
series of 163 children with mongolism during the 
last 5 years. The initial treatment consisted of two 
periods of intramuscular injections. During the first, 
the DEA was given intramuscularly in daily doses 
of 50 mg. for several weeks; during the second, the 
same dose was given thrice weekly for a long period. 
The subsequent maintenance treatment consisted of 
alternating 10-day periods of medication and rest. 
During the treatment periods the patient took 
dragées of 10 mg. each, 4 or 6 being given daily by 
mouth as an equivalent dose of 40 to 60 mg. The 
earlier the treatment is started, the better the re- 
sults. In the group of patients treated by the author, 
38 were infants less than 2 months old and 23 chil- 
dren were over 3 years of age when the treatment 
was started. The infants lagged about 3 to 8 weeks 
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behind normal in motor capacity. Thirty-two infants 
who reached the age of 2 years in the course of the 
treatment were able to walk at an average age of 
19 months, in comparison to ages of 2 or 3 years 
for walking in infants who had no treatment. The 
mongoloid features became greatly attenuated in 
32 infants, 30 of whom exhibited improved facial 
expression, good response to stimulation, and a 
syntonic personality. The benefits obtained from 
the treatment in the older children were not as 
remarkable as they were in the infants. The mon- 
golian facies became progressively attenuated in 
15 out of the 23 children, blepharitis disappeared 
in 18, and cryptorchism in 7 out of 8 cases. All the 
patients became more teachable. 

The author concludes that the drug is the most 
effective one yet found for mongolism. It is well 
tolerated and it can be given to ambulant patients. 
It has no effect on the development of talking. The 
treatment does not transform the mongoloid into 
a normal child, but it greatly improves the somatic 
and mental conditions of the patients, makes the 
mongoloid features less noticeable, and favors per- 
manent adaptation of the patient to social and 
familial relations. 

A representative case is reported as follows: The 
patient was observed for the first time when he was 
2 weeks old. He was born 15 days before full term 
to a secondipara. The mongolism syndrome was 
very marked. The baby had a hernia at the linea 
alba. By the end of the first week of treatment, the 
general health condition of the patient had greatly 
improved. It was still better by the end of 2 months 
and 11 months of treatment. When the infant 
reached the age of 11 months the mongoloid facies 
had greatly improved and all the associated symp- 
toms and the hernia had disappeared. At the age 
of 14 months the infant showed improved mental 
reactions. He responded to stimulation, recalled 
the answers given by other persons, and could sit 
still. The mongolian facies was replaced by an 
expression of alertness. Pictures of the infant at 
different ages and different stages of mongolism are 
presented. 


- The Relation Between Body Weight and Dosage 


of Insulin in Juvenile Diabetes Mellitus. B. Zachau- 
Christiansen. Danish M. Bull. 5:228-233 (Oct.) 1958 
[Copenhagen]. 


The author reports on 80 children, 41 boys and 
39 girls, with diabetes mellitus. The disease de- 
veloped in 47 children before they had reached 
the age of 6 years and in 28 during the next 5 
years; only 5 children were over the age of 10 
years at the onset of the disease. By repeated ad- 
missions to hospital and outpatient control in the 
pediatric departments of 2 hospitals, it was possible 
to follow the patients until the age of 15 years for 
average periods of 7 and 5.4 years, respectively, in 
early and late cases, Regular records were avail- 
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able as regards the requirement of insulin at each 
consultation, and the patients were, as a rule, 
weighed at that time. Until puberty, normal weights 
and possibly some retardation in height were ob- 
served. At puberty, retardation in weight, which 
was most pronounced in girls, was found. The 
rather considerable glycosuria, which was_ per- 
mitted, may have been responsible for these ob- 
servations. By analysis of the variances it was 
shown that the relative requirement of insulin was 
constant, irrespective of sex, age, and duration of 
the disease and apparently irrespective of the type 
of insulin employed. The average quotient (insulin 
dosage in international units by weight in kilo- 
grams) and the standard deviation were 1.10.4 
I. U. per kilogram of body weight. The curve for 
absolute insulin requirement followed the weight 
curve closely. 


DERMATOLOGY 


“Chrome” Dermatitis: A Study of the Chemistry 
»f Shoe Leather with Particular Reference to Basic 
Chromic Sulfate. G. E. Morris. A. M. A. Arch. 
Dermat. 78:612-618 (Nov.) 1958 [Chicago]. 


In his attempt to elicit the cause of an eruption 
of the feet, the physician has been guided for years 
by certain accepted dictums: (1) the chromium 
which is used in tanning most hides into shoe 
leather cannot cause such eruptions, inasmuch as 
it is not “hexavalent,” and “only ‘hexavalent’ chro- 
mium can cause skin disease” and (2) this chromium 
is firmiy fixed in the leather. The author points out 
that both of these “principles” are incorrect and 
that, therefore, if a person sensitive to certain 
chromic salts is afHlicted with recurrent “shoe 
leather dermatitis,” the cause may well be the 
chromium in his shoes. During the past vear his 
research into this subject has demonstrated that 
the “hexavalent” theory is entirely unfounded. The 
leather chemists have recently established that the 
perspiration of certain persons can solubilize the 
chrome of their shoes and cause it to migrate with- 
in the fibers of the leather. 

The author discusses the manufacture of leather, 
chrome tanning, and the clinical aspects of shoe 
leather dermatitis. He shows that chrome salts can 
be leached from shoe leather by the lactic acid 
and lactate portion of human perspiration. This 
chrome can thus be deposited on the skin. The 
particular chromium salt involved is a trivalent 
basic chromic compound of complex nature: basic 
chromic It has lately 
been made available to the medical profession for 
patch testing, as has also a chromic lactate com- 
plex containing 2 lactate ions per atom of trivalent 
chromium. 

Four patients with shoe leather dermatitis are 
reported as having positive patch tests to 0.2% basic 
chromic sulfate. Two leather workers who pre- 
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viously had “chrome dermatitis” also had positive 
tests to this compound. A 7th patient had a positive 
test to sodium dichromate but a negative test to 
basic chromic sulfate. This is the first report of 
positive patch tests to a trivalent chromium com- 
pound. The basic chromic sulfate leached by per- 
spiration from shoes and deposited on the skin 
can cause sensitization dermatitis. Other physicians 
have tested people for dermatitis due to dyes and 
to other chemicals, to rubber adhesives, or to 
thermoplastic materials found in shoes, but no. one 
has previously tested them with basic chromic 
sulfate. 


Subcorneal Pustular Dermatosis. F. <A. Ellis. 
M. A. Arch. Dermat. 78:580-588 (Nov.) 1958 
[Chicago]. 


The author points out that in 1956 Sneddon and 
Wilkinson described 6 patients who had a bullous 
dermatitis which resembled dermatitis herpeti- 
formis in many of its clinical features but which 
was characterized by the presence of subcorneal 
pustular vesicles. They believed that these patients 
had a distinct and new syndrome and used the 
name “subcorneal pustular dermatosis.” During 
the past 4 vears 3 instances of atypical dermatitis 
herpetiformis were encountered in the Johns Hop- 
kins Hospital in Baltimore. In light of the study of 
Sneddon and Wilkinson, these cases were reviewed 
and, because of the clinical similarities to dermatitis 
herpetiformis and the histological presence of a 
subcorneal blister, they are considered to be similar 
to the cases of the English authors. Data on 14 
cases which present similar clinical and histological 
manifestations are available for study. These in- 
clude the 6 cases of Sneddon and Wilkinson, 1 
case each reported by Hellier, Carney, Cipollaro, 
Burgoon and associates, and Greenbaum and Lee, 
and 3 cases in the present report. When these cases 
are considered together, the clinical picture re- 
mains remarkably like that described by Sneddon 
and Wilkinson. 

The disorder is encountered primarily in women 
over 40 years of age. It is characterized by super- 
ficial vesicopustules which form annular or gyrate 
plaques with irregular spreading borders. The 
lesions are located primarily on the torso and upper 
parts of the extremities and involve the inter- 
triginous areas about the breasts, axillas, and groin. 
The lesions involute to form thin superficial crusts, 
followed by residual hyperpigmentation without 
atrophy; they recur in overlapping waves of heal- 
ing and persist over a number of years; they 
ordinarily will not respond to the use of local and 
systemic antibiotics, but, in general, response is 
achieved after therapy with sulfapyridine or one 
of the sulfones. The histological features include 
a subcorneal vesicle, varying in size from 0.1 mm. 
to several millimeters in diameter, covered by a 
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thin keratin layer with the base formed by the 
granular layer, containing a thin layer of frankly 
purulent material consisting of serum, leukocytes, 
and leukocytic debris, and containing an occa- 
sional acantholytic cell in the base of the blister. 
The rete may be normal or slightly acanthotic and 
show minimal edema and exocytosis. The papillary 
and subpapillary layers may be involved with 
slight edema and a very mild round-cell infiltrate. 
Bacteria were not seen in the skin sections. 


Subcorneal Pustular Dermatosis: Report of a Case. 
R. J. Schoenfeld. A. M. A. Arch. Dermat. 78:589- 
591 (Nov.) 1958 [Chicago]. 


The patient with subcorneal pustular dermatosis 
presented in this paper was observed recently at 
the Receiving Hospital of the City of Detroit. A 
63-year-old Negro woman was admitted for treat- 
ment of a generalized pustular, scaling, pruritic 
eruption of 5 days’ duration, accompanied by mod- 
erate malaise. She had experienced several similar 
episodes of generalized dermatitis during the 6 
months prior to admission. During earlier episodes 
these acute generalized exacerbations would last 
10 to 14 days and then subside to a chronic pruritic 
vesicular and scaling eruption of the extremities 
with resulting hyperpigmentation. She had been 
seen 13 and 10 years previously regarding this same 
skin disease which had had its onset 20 years ago. 
While the clinical picture of this patient differed 
somewhat from that described by Sneddon and 
Wilkinson, the histology did not. The tense vesicles 
which were thought to be subepidermal were 
found to be subcorneal. The response to sulfapy- 
ridine therapy was similar to that in the previously 
described cases. Clinically, this case and one other 
recently observed presented superficial vesicles 
and bullae filled with a turbid fluid, which pro- 
ceeded to superficial scaling. It is suggested that, 
until more of these cases can be studied, they be 
considered as a separate entity under the name 
given by Sneddon and Wilkinson, “subcorneal 
pustular dermatosis.” 


UROLOGY 


Cobalt Therapy: III. Treatment of Neoplasms of 
the Urinary Bladder. W. J. Taylor, T. Carlile, J. H. 
Walker and others. Bull. Mason Clin. 12:124-133 
(Sept.) 1958 [Seattle]. 


The authors list various radioactive sources that 
are available for the treatment of vesical cancer 
and report their own experiences with the radio 
cobalt (Co*°) rotation therapy unit available at the 
Mason Clinic in Seattle. When this unit is used, 
the bladder and other vital structures are localized 
by contour and pelvimetric procedures. The center 
of rotation and port size are selected on the basis 


MEDICAL LITERATURE ABSTRACTS 


187/767 


of the extent of the lesion and the geometric ar- 
rangement of tissues in the area of therapy. The 
Co”” source is rotated in an incomplete arc, sparing 
a posterior wedge of tissue which minimizes the 
exposure of rectal and other posterior tissues. The 
dose level varies up to approximately 5,500 r of 
gamma radiation to the depth of the bladder tumor, 
depending on whether the effort is palliative or 
curative. Occasionally a stationary treatment tech- 
nique is used. Urinalysis is done each week for 
evidence of infection. The patient voids before each 
treatment. 

Since the installation of the Co*’ rotation therapy 
unit, courses of treatment have been completed in 
19 patients with malignant neoplasms of the urinary 
bladder. Radical treatment intended for cure was 
given to 14 patients and palliative treatment to 5. 
Of the 14 patients who received curative treatment, 
11 are still living and 3 have died. Of the 11 sur- 
vivors, 7 are free from tumor from 3 to 13 months 
after treatment, 2 have tumor 9 months after treat- 
ment, and the remaining 2 have not been examined 
since the completion of treatment 2 months pre- 
viously. Of the 5 patients receiving palliative treat- 
ment, 3 are surviving from 1 to 8 months after 
treatment and 2 have died 4 and 6 months, respec- 
tively, after treatment. The authors resort to radical 
or palliative Co®° teletherapy as follows: (1) in some 
patients with superficial tumors whose lesions are 
inoperable on account of medical conditions; (2) 
in high-grade superficial lesions, even without evi- 
dence of extension; (3) in patients with evidence 
of residual tumor after resection; (4) in carefully 
evaluated patients with recurrent multiple low- 
grade lesions; (5) in patients with tumors demon- 
strating deep muscle wall or perivesical fat exten- 
sion; and (6) in some patients with local metastasis, 
if they are in a satisfactory condition. 


Urolithiasis in Poliomyelitic Patients. S. G. Doll, 
R. T. Bergman and J. E. Affeldt. J. Urol. 80:371-373 
(Nov.) 1958 [Baltimore]. 


Immobilization of patients is known to increase 
the incidence of urolithiasis regardless of other 
etiological factors. Urolithiasis is rather frequent in 
patients with poliomyelitis; with continuing ad- 
vances in the treatment of the latter disease more 
patients survive, and the problem of urinary stone 
formation is likely to increase. Programs for the 
prevention of urolithiasis include diet restrictions, 
mobilization, administration of hyaluronidase, sali- 
cylamide therapy, and increasing fluid intake. The 
authors established a base-line stone incidence from 
which they could draw conclusions once a stone 
prophylaxis program was initiated. This report is 
concerned with the patients seen at the respiratory 
center for poliomyelitis, Rancho Los Amigos Hos- 
pital, Downey, Calif., from Jan. 1, 1952, to Jan. 1, 
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1956. Seven hundred ninety-seven patients were 
admitted. Roentgenograms of the abdomen to in- 
clude kidneys, ureters, and bladder were taken in 
675 of these patients shortly after admission and 
were repeated as symptomatology or urinalysis 
suggested urinary tract disease. The time of onset 
of stone formation cannot be stated in most cases, 
because, except for the routine roentgenogram on 
admission, roentgenographic examinations were 
not repeated at definite intervals, but only when 
symptoms suggested the possibility of stones. 

Urolithiasis developed in 101 patients (15%), in 
48 males and 53 females. Since the group studied 
included 354 males and 321 females, the incidence 
of urolithiasis in females was slightly higher than 
in males (16.5% compared with 13.6%). There was 
a more notable difference in stone formation be- 
tween younger and older poliomyelitic patients. 
Whereas in the patients less than 10 years old the 
incidence was only 5.8%, it rose to 34.8% in those 
between 40 and 49 vears of age. A decreasing inci- 
dence of stone formation by year was noted, al- 
though no definite program of stone prophylaxis 
was instituted. Since the incidence of urolithiasis 
dropped, despite the absence of special prophy- 
lactic measures, the authors feel that it might be 
well to consider the merits of any special program 
that has features which patients resent or hesitantly 
follow. This is particularly true of the severely 
paralyzed patient whose disease already imposes 
restrictions. The shifting stone incidence from vear 
to year is confusing, and the answer is unknown. 
The etiology of urolithiasis is still not completely 
clear, and more needs to be done before the merits 
of any stone prophylaxis program can be given 
credit. 


Use and Abuse of Urethral Catheters. C. D. Creevy. 
Northwest Med. 57:1427-1432 (Nov.) 1958 [Seattle]. 


According to Creevy, one may fulfill all of the 
needs of an active urologic practice with 5 kinds 
of urethral catheters. These include the red rubber 
or latex Robinson type, with a hollow tip and 2 or 
more eves near the vesical end; the rubber Thieman 
catheter, with an angulated olive tip; the Phillips 
woven fiber instrument, with a conical tip terminat- 
ing in a male screw for attachment to a filiform 
bougie; the well-known Foley catheter and Alcock’s 
modification thereof, with 2 lumens. The Foley 
catheter has 2 advantages over all the other types 
for continuous drainage: inflation of the balloon 
retains the catheter in place without adhesive, and 
it permits escape of the urethral secretions in- 
variably provoked by the long-continued presence 
of a foreign body. Stylets are intended to guide 
the catheter through the curved and _ sensitive 
urethra, not to enable one to push through the sub- 
stance of the prostate or the wall of the urethra. 
The use of force with urethral instruments is al- 
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ways a mistake. While one ordinarily dips the tip 
of a catheter in a water-soluble lubricating jelly, 
it is often helpful to inject 5 cc. of lubricating jelly 
into the urethra with the aid of a urethral syringe, 
the tip of which is longer and broader than that of 
the ordinary Luer syringe; it fills the external 
meatus so that the lubricant goes into rather than 
around, Another useful accessory is the bedside 
irrigator which, used with a Foley-Alcock catheter, 
permits continuous irrigation, particularly after 
transurethral resection; it may be a helpful tem- 
porary measure during bleeding of spontaneous 
origin. 

The use of the catheter is indispensable for the 
measurement of residual urine, especially in the 
patient with a normal feeling prostate and increased 
frequency of urination in the absence of pyuria. 
Its use for the relief of acute urinary retention and 
for the location of strictures of the urethra is ob- 
vious. Clots may be evacuated from the bladder 
by the judicious employment of the catheter, al- 
though a larger than normal size will be required. 
Perhaps the commonest indication for use of the 
inlying catheter is the presence of chronic incom- 
plete urinary retention due to prostatism and com- 
plicated by impaired renal function owing to “back 
pressure” or by an acute febrile infection. Another 
but less well-known use of the catheter is the rapid 
dilatation of urethral strictures when this is desir- 
able to permit drainage of the distended bladder 
or cystoscopy. Lastly, the catheter may be used to 
achieve cleanliness in irreparable urinary incon- 
tinence in the female. If repeated instrumentation 
is necessary, or if an inlying catheter is used, it is 
desirable to administer an antibiotic with a fairly 
wide spectrum, avoiding those which are known 
to produce reactions frequently, particularly if a 
long period of treatment is expected. Acetyl sulfi- 
soxazole (Gantrisin) and the triple sulfonamides 
are to be preferred for ordinary use; the most 
potent agents are reserved for complications. When 
inlying catheters are used for long periods, they 
are best changed every 5 to 7 days to prevent 
plugging by encrustations of urinary salts, mucus, 
or thick pus. 


OPHTHALMOLOGY 
The Decline in Aqueous Secretion and Outflow 
Facility with Age. B. Becker. Am. J. Ophth. 46:731- 
736 (Nov.) 1958 [Chicago]. 


The author reviews a large number of tonograms 
and observations on a series of perfused enucleated 
eyes in order to evaluate the variations of facility 
of outflow and rate of aqueous secretion with age. 
Tonograms on a total of 909 normal eyes were 
analyzed, the patients being divided into 3 age 
groups: (1) those 40 years of age or less; (2) those 
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between 41 and 60; and (3) those over 60 vears of 
age. Tonograms of 910 eyes with proved chronic 
simple glaucoma were likewise analyzed. At the 
time of tonography all these eyes had not been 
operated on. Although the patients were not receiv- 
ing secretory suppressants, most of them were on 
miotic therapy. A series of 54 enucleated normal 
eyes were perfused. 

Summarizing the results of these studies, the 
author says that in normal eyes tonography reveals 
a significant progressive decrease in average outflow 
facility with age, from an average of 0.33 for eyes 
of those 40 years of age or under to 0.23 for those 
over 60 vears. This is associated with a significant 
sharp decline in average rate of aqueous secretion 
after the age of 60 years. Intraocular pressure is, 
therefore, maintained reasonably constant at all 
ages. Perfusion measurements, as well as fluorescein 
turnover studies, confirm the increasing resistance 
to outflow with age in normal eyes. Eyes with 
chronic simple glaucoma also demonstrate a sig- 
nificant decrease in secretory rate with advancing 
age. This hyposecretion may prevent pressure dam- 
age in spite of the outflow disorder. Intraocular 
pressures over 20 mm. Hg occur in only 7% of 
normal eyes, and, therefore, a scale reading of 4.0 
with the 5.5-Gm. weight suggests careful evaluation 
for glaucoma. 


The Treatment of Retinoblastoma by X-Ray and 
Triethylene Melamine. A. B. Reese, G. A. Hyman, 
N. duV. Tapley and A. W. Forrest. A. M. A. Arch. 
Ophth. 60:897-906 (Nov.) 1958 [Chicago]. 


In 1953 the authors began to treat retinoblastoma 
with a roentgen-ray tumor dose reduced to 3,250 r 
in combination with triethylene melamine (TEM) 
administered orally. In 1955 they reported on 20 
eyes treated by this method. Fourteen of these 20 
patients were cured up to that date. These eyes 
still show complete tumor arrest, and the authors 
believe that they can now be regarded as cured. 
When a parenterally given preparation of TEM 
became available, the authors discarded the oral 
form of administration, because emesis and irreg- 
ularity of absorption interfered with the accuracy 
of dosage. They used a roentgen-ray dose of 
3,250 r in combination with an intramuscular in- 
jection of TEM in 19 eyes with retinoblastoma. To 
date 17 of the 19 tumors appear arrested. Of the 
2 failures, 1 patient could not be given further 
TEM for 4% months after the first intramuscular 
injection because of bone marrow depression. This 
patient then received the TEM intra-arterially, and 
the tumor seemed arrested. The same happened in 
the second patient after the intra-arterial adminis- 
tration of TEM. 

When TEM is administered intra-arterially, it is 
instilled under direct observation into the internal 
carotid artery on the side of the involved eye. The 


MEDICAL LITeRATU 


ABSTRACTS 189/769 
level of the chemotherapeutic agent reaching a 
localized tumor via the regional arterial supply 
can be many times greater than that given orally 
or intramuscularly. The authors resort to the intra- 
arterial administration of TEM particularly in 
desperate cases. They recommend this mode _ of 
treatment (1) in patients with multiple lesions; (2) 
in those with tumor seeds in the vitreous; (3) in 
those unsuccessfully treated by other methods; (4) 
when residual retinoblastoma is discovered in the 
optic nerve after enucleation; (5) when residual 
tumor is discovered in the orbital tissue; (6) in 
patients with recurrent orbital growth after enu- 
cleation; and (7) in patients having received various 
combinations of treatment elsewhere. The authors 
have administered 61 intracarotid injections in 31 
children belonging to the above categories. The 
advanced intraocular lesions for which in the past 
enucleation would have been advised show arrested 
growth to date in 60% of the cases with adminis- 
tration of TEM by way of the carotid artery. It is 
too early and too optimistic to claim or expect a 
cure in all of these. 

Radiation alone may cure retinoblastoma but, so 
far as the authors know, TEM alone does not. The 
2 seem to be synergistic or supplementary. That 
the addition of TEM is effective was evidenced in 
a series of 12 eyes, 6 of which were treated with 
roentgen-ray irradiation and 6 with irradiation plus 
TEM. Three of the 6 eyes treated by irradiation 
alone showed active growth, while in all of those 
treated by irradiation plus TEM the tumor growth 
was arrested. In the future the authors intend to 
use betatron therapy (it has been employed in more 
recent cases) in combination with the intra-arterial 
administration of TEM or some better drug. 


Herpes Zoster Ophthalmicus in Children. S. M. 
Tucker. Arch. Dis. Childhood 33:437-439 (Oct.) 
1958 [London]. 


The author presents the history of a 6-year-old 
boy, whose illness began 4 days before admission 
to hospital when his main complaints were abdomi- 
nal pain and headache. Three days before admis- 
sion he began to complain of pain over his left eye 
associated with mild photophobia. For the follow- 
ing 3 days his temperature ranged between 99 and 
100 F (37.2 and 37.7 C); he vomited several times 
and still complained of abdominal pain and head- 
ache. The pain over his left eve had now become 
more acute. Daily examination did not reveal any 
rash, but on the 4th day in hospital a mild conjunc- 
tivitis of the left eve was noted, with some erythema 
around the eye. A classical cutaneous zoster affect- 
ing the ophthalmic branch of the left trigeminal 
nerve was observed; it included the nasociliary 
branch on the left side. The vesicles extended only 
to the midline and involved the left side of the 
forehead, both upper and lower eyelids, the left 
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eyebrow, and the root of the nose on the left, to- 
gether with the bridge and the tip. Many of the 
vesicles had broken down. The left eye was now 
inflamed and swollen, and the upper lid overrode 
the lower as the eye became closed. Conjunctivitis 
and iritis were also present. The pupil was inac- 
tive, but the fundi and disks were normal. On the 
following day the herpetic dermatitis had become 
infected, and keratitis was noted; the latter condi- 
tion was still present 18 days later. The eye had 
become whiter, and the pupil was still not fully 
dilated. The corneal ulcers were no longer stainable 
with fluorescein, but characteristic deep white 
spots were seen in the corneal stroma. Photophobia 
remained intense. Four days later the eve was a 
little improved, the pupil was wider, and there 
were extensive central nebulas. No corneal sensa- 
tion was detected. The chemosis and swelling had 
by this time completely resolved, but the herpeti- 
form scars were still evident. About 5 weeks later 
the cornea showed a ground-glass appearance, with 
a few deep residual corneal spots. One month 
later this had cleared, and the corneal haze was 
noted to be gradually disappearing. About one year 
after the initial infection, the patient was found 
to have supraorbital scarring, normal hair growth 
of the left forehead, and an eccentric left pupil. 
Vision had now improved to 6/9. Sensation in the 
left eye had returned to normal. 

A great deal of evidence has accumulated linking 
the virus of herpes with that of chickenpox. Minor 
antigenic differences may be present, but the 2 
viruses appear to be very closely related. They may 
differ perhaps in mode of attack: in herpes zoster 
spread is by the lymphatics, whereas in chickenpox 
it is usually by the blood stream. There remains 
the possibility of the occurrence of 2 forms of 
epidemic herpes zoster, one allied to chickenpox 
and one allied to herpes. Most evidence, however, 
supports the monistic theory that zoster and chick- 
enpox are different manifestations of infection by 
the same virus, zoster being usually a reawakening 
of the latent infection of chickenpox. Herpes zoster 
ophthalmicus usually follows a mild course in chil- 
dren, and it is the rule that all traces of the infec- 
tion clear up with little residual damage. The 
reported case differs from general observations in 
some essential points: The child was extremely ill; 
loss of hair in the ophthalmic division was very 
noticeable; normal vision had not completely re- 
turned one year after the original illness. 


Ocular Sarcoidosis: Report of 5 Cases with Fundus 
Changes. E. Bruntse. Danish M. Bull. 5:217-227 
(Oct.) 1958 (In English) [Copenhagen]. 


Sarcoid infiltration was demonstrated histologi- 
cally in the conjunctiva, sclera, uvea, retina, and 
optic nerve. Sarcoid granulomas may also develop 
in the cornea. Sarcoid infiltration of the eye may 
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lead to exudative reactions, but histopathologically 
ocular sarcoidosis seems otherwise to act as sar- 
coidosis in other organs acts. Ocular involvement 
may be isolated; in most cases concurrent lesions 
in other organs are demonstrable. Not seldom 
ocular involvement is the first symptom of the 
disease. Ocular infiltration is relatively common. 
Iridocyclitis is the most frequent ocular affection 
in patients with sarcoidosis. Conjunctival invasion 
appears to be relatively frequent; episcleritis and 
keratitis, also fundus changes, are rare. Retinal 
and choroidal infiltration may give rise to an 
atypical disseminated choroiditis. Sarcoid tumors 
of the retina or choroid have been observed. Sar- 
coid involvement of the optic disk may appear as 
a characteristic granular tumor in the disk area. 
Edema or atrophy of the disk may depend on 
sarcoid lesions of the optic nerve or result from 
intracranial lesion. Typical neuroretinitis has oc- 
casionally been observed in patients with sarcoido- 
sis. Five cases with fundus changes are described. 


THERAPEUTICS 


Occult Blood in Faeces after Administration of 
Aspirin. L. T. F. L. Stubbe. Brit. M. J. 2:1062-1066 
(Nov. 1) 1958 [London]. 


In an attempt to determine the possible role of 
aspirin as a cause of unexplained occurrence of 
occult blood in the stools, the author carried out 
the benzidine reaction test in 140 patients hos- 
pitalized because of some rheumatic complaint. 
The aspirin was administered in tablets, as a rule 
in doses of 750 to 3,000 mg. per day. Only after a 
positive or a negative reaction had been found in 
3 successive specimens of feces was the result 
recorded as such. Of the 140 patients, 38 were 
male and 102 female. Twenty-three (60.5%) of the 
male patients and 72 (70.6%) of the female patients 
reacted positively. Of these 95 patients, 79 who 
needed further treatment with salicvyl were given 
sodium salicylate instead of aspirin; in all these 
patients the benzidine reaction became negative. 
In 27 of the 28 patients in whom the possibility of 
reproducing the phenomenon was examined, the 
author was able to cause a repetition of the positive 
or negative reactions to the benzidine test by ad- 
ministering or not administering aspirin. This 
proved conclusively that aspirin was the cause of 
the loss of blood. The results obtained in the 140 
patients treated with aspirin for their rheumatic 
condition were entirely comparable to those found 
in control groups, consisting of 40 healthy volun- 
teers. The quantity of aspirin administered did not 
have a great influence on the occurrence and the 
seriousness of the disorder. 

Identical results were obtained when 500 mg. of 
aspirin in powder form suspended in water was 
administered to a small group of 4 patients and 6 
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healthy volunteers 3 times daily after meals; these 
persons had previously shown a positive benzidine 
reaction after taking one tablet containing 500 mg. 
of aspirin 3 times daily. A tentative trial with 
coated aspirin tablets was carried out in 20 pa- 
tients who were showing a positive benzidine re- 
action caused by taking ordinary aspirin tablets. 
In 5 of these 20 patients the benzidine reaction 
became negative within 4 to 7 days after taking 
the coated tablets, in 2 others the reaction became 
clearly less strongly positive, but in the remaining 
13 the positive reaction after an average of 13 
days was still unchanged in intensity. It was pos- 
sible to demonstrate spectroscopically and spectro- 
photometrically that a positive benzidine reaction 
after the taking of aspirin is indeed due to the 
presence of blood. In a few patients it was shown, 
on the basis of the strength of the benzidine reac- 
tion, that the quantity of blood lost when aspirin 
was taken may not always be ignored. 


Use of Iproniazid in Ischaemic Angina Pectoris. 
M. K. Towers and P. Wood. Brit. M. J. 2:1067-1068 
(Nov. 1) 1958 [London]. 


The authors carried out a preliminary trial with 
iproniazid (Marsilid), a derivative of isoniazid, in 
40 patients with angina pectoris. In all but 5, the 
electrocardiogram showed changes of previous 
cardiac infarction or present coronary insufficiency. 
Iproniazid was given in doses of 50 mg. 2 or 3 
times daily. The patients began to improve 5 days 
to 1 month after treatment was instituted, the av- 
erage period being about 2 weeks. After one month 
of treatment 17 patients had pain only occasionally, 
and much greater effort was required to provoke 
it. An additional 14 patients were improved but 
still had anginal pain on moderate effort. Of the 
remaining 9 patients, 1 died, the condition of 4 
was unchanged, and 4 stopped taking the drug 
after 1 or 2 weeks because of side-effects. Nineteen 
patients were followed for 3 months or more, and 


the improvement was maintained in all but 2. ° 


After one month the electrocardiogram was im- 
proved in 9 patients, unchanged in 19, and worse 
in 5. Of the patients followed for 3 months or more, 
the electrocardiogram was improved in most but 
was unchanged in 4 and worse in 2. 

Side-effects occurred in most patients after 1 to 
4 weeks of treatment. The commonest was dizzi- 
ness (light-headedness) which was present in 15 
patients; it was severe in 5 patients and required 
withdrawal of the drug. Pulmonary edema, pre- 
sumably from fluid retention, occurred in 2 patients. 
The blocking of anginal pain may encourage the 
patients to be more active and may precipitate in- 
farction. Because of this and the side-effects, the 
drug is not indicated for patients with mild angina 
pectoris. In the patient with severe and intractable 
anginal pain it is of great value, especially if anti- 
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coagulant therapy can be given in addition. The 
patient can often be helped over a_ prolonged 
ischemic attack, the drug being withdrawn when 
the condition improves. 


Rauwolfia Serpentina in Hypertension: Four Years’ 
Experience. L. R. Doffermyer, C. W. Byrd, and 
W. H. Lilly. North Carolina. M. ]. 19: :430-433 (Oct.) 
1958 [Winston-Salem]. 


The effectiveness of rauwolfia as a hypotensive 
agent when administered as the sole therapeutic 
drug has been studied in 152 unselected, ambula- 
tory patients with hypertension. In most of the 
patients the disease was of the type commonly 
diagnosed as “essential” hypertension. One hundred 
six of the 152 patients were female and 47 were 
male, with ages ranging from 32 to 87 years. All 
patients were treated with 200 to 600 mg. (usually 
300 mg.) of whole root rauwolfia (Raudixin) daily 
for from 6 months to 4 years. In several cases, 600 
mg. were given daily for the first week, this dose 
being adjusted thereafter to 300 or 400 mg. No 
hypotensive drugs other than rauwolfia were given. 
The 152 patients were divided into 3 groups ac- 
cording to the pretreatment diastolic pressures of 
the patients. Group I included 34 patients in whom 
the diastolic pressure averaged 90 mm. Hg; group 
II included 89 patients with diastolic readings 
greater than 90 mm. Hg but less than 120 mm. Hg; 
and group III included 29 patients with diastolic 
pressures of 120 mm. Hg or higher. 

The average fall in the blood pressure for the 
whole group was 28 mm. Hg. There was a sig- 
nificant fall in the mean blood pressure (20 mm. 
Hg or more) in 117 (76%) of the 152 patients dur- 
ing treatment. Ninety-two (60%) of the 152 patients 
became normotensive. There was no significant or 
consistent difference in the fall in blood pressure 
between the two sexes. The greater declines were 
observed in patients with the highest pretreatment 
mean readings, regardless of age or sex. All but 1 
(97%) with initial diastolic pressures of 90 mm. Hg 
reached normal blood pressure levels, whereas 46 
(51%) of the 89 patients in group II with initial 
diastolic levels between 90 and 120 mm. Hg be- 
came normotensive. Only 3 (10%) of the 29 patients 
in group III with pretreatment diastolic readings 
of 120 mm. Hg or higher reached normal levels. In 
3 patients, 1 female and 2 males, all from group 2 
the blood pressure remained normal for 8 to 12 
months after the drug was discontinued. Symp- 
tomatic response to rauwolfia was rated as good to 
excellent in 140 (92%) of the 152 patients. No sig- 
nificant difference in response which could be 
related to sex or age was observed. In 11 patients, 
the symptomatic response to rauwolfia was rated 
as only fair. One patient suddenly died. One pa- 
tient complained of mild nasal stuffiness, another 
of diarrhea and upset stomach. No other side-effects 
were observed. Rauwolfia serpentina (Raudixin), as 
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the sole antihypertensive medication in this series 
of ambulatory patients, has proved to be a satis- 
factory hypotensive agent, with remarkable free- 
dom from unwanted side-eftects. 


Treatment of Ulcerative Colitis with Local Hydro- 
cortisone Hemisuccinate Sodium: A Report on a 
Controlled Therapeutic Trial. S$. C. Truelove. Brit. 
M. J. 2:1072-1077 (Nov. 1) 1958 [London]. 


In an attempt to show whether hydrocortisone 
sodium succinate has a beneficial action when ap- 
plied locally in ulcerative colitis, the drug was given 
a therapeutic trial in 40 patients with active symp- 
toms of ulcerative colitis. In the first part of the 
trial the patients were allotted in a random order 
to treatment with either hydrocortisone sodium 
succinate or an inert preparation consisting of 20 to 
30 mg. of freeze-dried dextran which corresponded 
in volume to 100 mg. of hydrocortisone sodium 
succinate. Treatment consisted in dissolving the 
drug or the inert preparation in 120 cc. of isotonic 
sodium chloride solution and dripping the solution 
into the rectum at night. At the end of one week 
of treatment the 20 patients receiving hydrocorti- 
sone therapy showed a striking advantage over the 
20 who received the inert preparation, not only 
with respect to the clinical state but also with 
regard to the sigmoidoscopic and histological ap- 
pearances of colonic biopsy specimens. 

All 40 patients were then given nightly rectal 
drips with a hydrocortisone solution containing the 
soluble ester salt in an amount equivalent to 100 
mg. of hydrocortisone itself to which 1 million 
units of penicillin and 1 Gm. of streptomycin were 
added. In treatment group A, consisting of 20 pa- 
tients with only 1 in clinical remission, 12 additional 
patients went into remission in the course of 2 
weeks; in treatment group B, consisting of 20 
patients with 11 in remission, another 5 became 
symptom free at the end of 2 weeks. By comparison 
with other studies in which antibiotics were not 
used, the addition of antibiotics seems to confer a 
small gain in the number of successes with topical 
hydrocortisone therapy, although at the price of 
exacerbation of symptoms occurring in a few pa- 
tients from the direct application of antibiotics to 
the inflamed colon. 

Twenty-six of the 29 patients who were in clinical 
remission after open therapy were entered for a 
trial maintenance therapy on 2 consecutive nights 
a week only (week-end maintenance therapy) last- 
ing 6 months. Thirteen of these 26 patients received 
hydrocortisone, and the other 13 received the inert 
preparation. The clinical course of the 2 groups was 
identical, each having 5 patients who suffered re- 
lapses during the 6-month period. Week-end main- 
tenance therapy with hydrocortisone applied locally 
is, therefore, ineffective in reducing the chance of 
relapse. The reported data, however, show that 
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hydrocortisone sodium succinate administered in 
a rectal drip produces rapid clinical remissions in 
a considerable proportion of patients with mild to 
moderate attacks of ulcerative colitis. These clinical 
remissions are accompanied by improvement in the 
sigmoidoscopic appearances and by lessening of the 
inflammatory changes seen in biopsy specimens of 
the colon. It is probable that hydrocortisone sodium 
succinate acts chiefly by some direct effect on the 
actual mucosa of the colon. 


Treatment of Ulcerative Colitis with Topical Hy- 
drocortisone Hemisuccinate Sodium: A Controlled 
Trial Employing Restricted Sequential Analysis. 
G. Watkinson. Brit. M. ]. 2:1077-1082 (Nov. 1) 1958 
[London]. 


Sixteen patients with hemorrhagic proctocolitis 
or colitis were treated on 10 occasions with hydro- 
cortisone sodium succinate and on 9 occasions with 
an inert preparation, 3 patients being treated twice. 
There were 6 men and 10 women, between the ages 
of 25 and 74 vears. Both the drug and the inert 
preparation were dissolved in 100 cc. of isotonic 
sodium chloride solution, and the solution was ad- 
ministered as a rectal infusion. The infusion was 
retained overnight and was repeated on 15 succes- 
sive evenings. In more severely affected patients in 
whom nocturnal diarrhea might prevent the reten- 
tion of the infusion, an intravenous injection of 15 
to 30 mg. of propantheline was given half an hour 
before the infusion to aid retention overnight. 
Treatments were allocated to pairs of patients in a 
random order, and the course of the trial was fol- 
lowed by accumulating the qualitative comparisons 
between treatments which are provided by each 
pair of patients. Results were recorded on a chart 
while the trial was in progress, the boundaries of 
which determined the minimum number of obser- 
vations necessary to establish a significant advan- 
tage in favor of one treatment. The results of this 
statistical technique of restricted sequential analysis 
were as follows. Of 10 patients receiving potent 
therapy, all but 1 went into clinical remission as 
compared with only 1 of 9 patients receiving inert 
treatment. Two patients, however, showed slight 
improvement after inert therapy. Mucosal appear- 
ances became normal in 3 and improved in 6 of the 
10 patients receiving the potent agent and con- 
trasted markedly with those receiving the inert 
treatment, only 3 of whom showed slight improve- 
ment. Four of the 10 patients treated with hydro- 
cortisone remained in clinical remission for 6 to 9 
months. Three had relapses but responded to 
further courses of treatment. The one patient show- 
ing remission on inert therapy relapsed within one 
month after discontinuation of therapy. Thus, most 
of the patients receiving potent hydrocortisone 
therapy improved and those receiving inert therapy 
became worse. In 2 patients serving as their own 
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controls, placebo therapy failed to induce improve- 
ment, while a remission resulted from hydrocorti- 
sone therapy. Comparison by sequential analysis 
showed that symptomatic remission and improve- 
ment in mucosal appearances were significantly 
more often induced by potent than by inert treat- 
ment. 


Treatment of Drug-resistant Cases of Pulmonary 
Tuberculosis with Cycloserine and Pyrazinamide. 
J. A. Ritchie, A. E. R. Campbell, J. Cuthbert and 
L. G. Bruce. Tubercle 39:289-295 (Oct.) 1958 
[London]. 


At 2 hospitals in Glasgow 63 patients with pul- 
monary tuberculosis and strains of Mycobacterium 
tuberculosis resistant to 2 or more of the 3 drugs, 
streptomycin, isoniazid, and aminosalicylic acid, 
were treated at random with cycloserine or pyra- 
zinamide combined with oxytetracycline or one of 
the 3 above-mentioned common drugs to which the 
strains were not resistant. The cycloserine group 
(group C) consisted of 28 patients, and the pyra- 
zinamide group (group P) consisted of 35 patients. 
Cycloserine was given in the form of Seromycin 
tablets, and 25 mg. of this proprietary preparation 
per kilogram of body weight was the initial dose. 
If complications occurred, this dose was reduced to 
a tolerance dose. Pyrazinamide was also given in 
tablets, and the dose varied from 35 mg. per kilo- 
gram of body weight per day to a maximum of 2 
Gm. The dose of streptomycin was 1 Gm. for 7 
days a week; that of aminosalicylic acid, 12 Gm. 
daily; that of isoniazid, 200 mg. daily; and that of 
oxytetracycline, 2 Gm. twice daily. The average 
duration of treatment was 19.7 weeks for the pa- 
tients in group C and 14.8 weeks for the patients 
in group P. 

Toxic reaction to cycloserine did not occur in 12 
of the patients in group C. The remaining 16 pa- 
tients had muscle tremors of both the involuntary 
and the intention type, involving mainly the upper 
extremities. Convulsions occurred in 5 of the 16 
patients, and administration of cycloserine and the 
covering drug was discontinued immediately. The 
attacks stopped, and a few days later administra- 
tion of the drugs was restarted with a dose of 
cycloserine which was 500 mg. less than before. 
This seemed to control the seizures in 3 of the 5 
patients. A marked mental depression occurred in 
the other 2 patients, in whom treatment had to be 
discontinued completely after 8 and 11 weeks. 
Severe mental depression developed in another 
patient, and treatment also was discontinued. 
Micropsia occurring in one patient made it neces- 
sary to discontinue administration of cycloserine 
after 27 weeks. Of the 28 patients in group C, the 
sputum converted to negative in 11 at the end of 
the treatment. Six patients died before completing 
the 9-month follow-up period. Roentgenographical- 
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ly, the condition of 23 of the 28 patients was un- 
changed, 1 deteriorated, and 4 showed some slight 
improvement. Most patients gained weight. Toxic 
symptoms, such as vomiting, tenderness of the liver 
with acute abdominal pain, and diarrhea, occurred 
in 7 of the 35 patients in group P. One of these 
7 patients died, and autopsy findings suggested 
atrophy of the liver. The sputum converted to 
negative at the end of the treatment period in 15 
of the patients in group P. Four patients died be- 
fore completing the 9-month follow-up period. 
Eleven patients showed some improvement roent- 
genographically, and the condition of 24 was un- 
changed. 

At the end of the 9-month follow-up period the 
sputum of 3 of the 22 survivors in group C was 
still negative on culture, and of the 30 survivors in 
group P, 7 still had negative sputums on culture, 
including 1 who had satisfactory surgical treatment. 
Toxic effects were less serious with cycloserine than 
with pyrazinamide. Patients treated with cyclo- 
serine had a general feeling of well-being and 
gained, on the average, more weight than those 
treated with pyrazinamide. The clinical impression 
was that neither drug was as effective as streptomy- 
cin or isoniazid. The Bromsulphalein liver function 
test as a sign of liver damage resulting from pyra- 
zinamide was of little value in the authors’ hands. 


The Use of a New Long-Acting Sulfonamide. A. Ra- 
vina. Presse méd. 66:1595-1596 (Oct. 15) 1958 (In 
French) [Paris]. 


Administration of a new sulfonamide, sulfameth- 
oxypyridazine, can rapidly produce a high concen- 
tration of the drug in the blood, capable of lasting 
over a long period at an efficacious level. It can be 
given at fairly long intervals, generally once every 
24 hours. Results of its use in 32 patients with 
pyelonephritis were favorable in 16 cases; there 
was some improvement in 10 cases and failure in 6. 
Forty out of 57 patients with trachoma, who re- 
ceived 80 to 120 mg. per kilogram every 7 to 10 
days for 3 months, were cured. Serious urinary 
infections in 28 older patients were treated with 
a total of about 15 Gm. of sulfamethoxypyridazine; 
80% of these patients had satisfactory results, 4% 
had rather good results, and 16% were unaffected 
by the drug. In a group of 40 patients with various 
diseases, the majority of those with furunculosis, 
otitis media, erysipelas, and gonorrheal urethritis 
were cured. Urethritis was cured in 5 to 7 days by 
a daily dose of 2 Gm., scarlatina in 4 days by a 
daily dose of 2 Gm., acute blepharitis in 8 days by 
a daily dose of 500 mg., and facial erysipelas in 45 
hours by a total of 1.5 Gm. of sulfamethoxypyrida- 
zine. In a group of 12 patients with anthrax, the 
drug had excellent results in 9 cases and good re- 
sults in 2; the 12th patient showed intolerance to 
the drug. 
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Bacteriological examinations of the urine showed 
that Staphylococcus, Streptococcus, and, in general, 
gram-negative organisms were more sensitive to 
sulfamethoxypyridazine than were colibacilli. Sulfa- 
methoxypyridazine was found in the blood 96 and 
even 168 hours after the administration of 2 Gm. 
and from 48 to 96 hours after the administration of 
1 Gm. Urinary elimination of the drug is always 
very slow. It penetrates the cerebrospinal fluid 
better than the majority of other sulfonamides. It 
is very effective in pediatrics. About 83% of 102 
infants and children with bronchial or rhinopharyn- 
geal diseases responded favorably to treatment with 
sulfamethoxypyridazine. It is easy to administer 
and is rapidly absorbed, and a daily dose of 15 mg. 
per kilogram maintains a sufficiently high level of 
plasmatic concentration without danger of exces- 
sive accumulation. Secondary reactions to the drug 
are few. Headache, the most frequent symptom, 
seems to be related to the size of the dose, but it is 
never present with the usual dose of 1 Gm. One 
investigator believes that sulfamethoxypyridazine 
increases the number of blood platelets. 


PATHOLOGY 


Embolism Caused by Cholesterol Crystals in 
Atherosclerosis. H. E. Schornagel. Nederl. tijdschr. 
geneesk. 102:1741-1743 (Sept. 6) 1958 (In Dutch) 
[Amsterdam]. 


Atheromatous plaques may ulcerate, and the 
possibility exists that atheromatous material may 
enter the blood stream. The author cites Winter's 
report on 2 patients with atheromatous embolism of 
the brain. The emboli had originated from choles- 
terol crystals, which in turn were derived from 
ulcerations in an aneurysm of the aortic arch. The 
author reviews results of his own earlier autopsy 
studies. Small emboli in the coronary arteries he 
regards as particularly important, because in these 
arteries atherosclerotic changes often occur at a 
relatively early age. He had found that after deaths 
from cardiac infarct there existed in 60% of the 
patients, in addition to the more or less severe 
atherosclerosis, a thrombus that occluded the 
coronary artery. Such a thrombus was found espe- 
cially in coronary arteries in which the intima had 
been damaged by atheromas. In many instances 
bleeding into the atheroma was associated with 
perforation of atheromatous material into the 
lumen, and this in turn led to the formation of the 
thrombus. In most other cases, diffuse sclerosis of 
the coronary arteries and the resulting narrowing 
of the lumen was the cause of the ischemic damage 
to the heart muscle and of death. There were a 
few cases in which hemorrhage into an atheroma 
had caused sudden narrowing and closure of a 
coronary artery; and in rare cases death was caused 
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by profuse intramural bleeding, a dissecting 
aneurysm, in a nonsclerotic coronary artery, either 
after great exertion or as the result of trauma to 
the chest wall. 

Besides the aforementioned changes in coronary 
vessels, which influence the supply of blood to 
the cardiac muscle, there exists in the presence of 
extensive coronary sclerosis the possibility that 
embolisms of cholesterol crystals occur in the ar- 
terioles of the heart muscle. As an example the 
author cites the case of a 32-year-old man with a 
fibrous, old heart infarct, who died a week after 
an attack of angina pectoris. The heart muscle 
contained cholesterol crystals in cleft-like spaces 
in the peripheral branches of the coronary arteries, 
and around these was a leukocytic reaction with a 
predominance of eosinophilic leukocytes. A 58- 
vear-old man had syphilis and extensive athero- 
matosis of the aorta and a fibrous infarct on the 
anterior wall of the left ventricle with aneurysmatic 
dilatation, and a lateral cardiac infarct. Autopsy 
revealed in the vessels of the heart muscle, emboli 
of atheromatous material, crystals as well as large 
lipophages, but without any reaction in the sur- 
roundings; they were presumably of recent origin. 
Similar cholesterol crystal emboli were found in 
this man also in the spleen, in the adrenals, and 
in the intestine. Some of the emboli in the kidneys 
originated from atheromatous debris, without re- 
action, and some with foreign-body giant cells, 
and older ones were incorporated into a wide 
fibrous intima of the arteries. There were also 
multiple small infarcts in the kidneys. 

Although such generalized cholesterol crysta! 
embolization is rare, it has been discussed in sev- 
eral recent reports. The appearance of foreign- 
body giant cells during the early stage of these 
cholesterol crystal emboli is characteristic, and it 
has been assumed that they get stuck in the vessel 
wall, probably as the result of vascular spasms. 
Later the giant cells disappear and the crvstals 
are enveloped by connective tissue. 

The author feels that, in the future, damage to 
the kidneys by massive emboli of atheromatous 
origin is likely to become more common, because 
of the increase in aortic transplantations. Pressure 
changes and manipulations during these operations 
are likely to cause ruptures of atheromatous 
plaques, with resulting entrance of atheromatous 
debris into the blood stream. 


The Intestinal Factor in Irreversible Endotoxin 
Shock. R. C. Lillehei and L. D. MacLean. Ann. 
Surg. 148:513-525 (Oct.) 1958 [Philadelphia]. 


The chief autopsy finding in dogs dying of either 
irreversible hemorrhagic or endotoxin shock is 
hemorrhagic necrosis of the mucosa of the intestine. 
In irreversible hemorrhagic shock, the bowel 
necrosis is apparently a result of critical ischemia 
due to vasoconstriction and oligemia and is re- 


~ 
‘ 


Vol. 169, No. 7 


sponsible before death for a progressive loss of 
plasma volume and an increasing hematocrit. There 
is increasing evidence that endotoxins also produce 
their deleterious effect by their ability to incite 
severe and lasting vasospasm in the small arteries 
and veins. As in hemorrhagic shock, the effects of 
this vasoconstriction are particularly severe in the 
bowel and also as in hemorrhagic shock, the au- 
thors measured in endotoxin shock a progressive 
decrease in plasma volume, increase in hematocrit, 
and an increase in plasma hemoglobin which fore- 
tell the hemorrhage necrosis of the bowel seen at 
autopsy. A number of drugs (chlorpromazine, Di- 
benzyline, metaraminol, norepinephrine, and_hy- 
drocortisone) and antibiotics have been used to 
alter the response of animals to endotoxin as well 
as to prolonged hemorrhage. In addition, enterec- 
tomy, hypothermia, and fluid replacement for lost 
plasma have been employed to alter the response 
of animals to hemorrhagic shock. In the present 
study, the authors record the effectiveness of all 
these procedures in altering the responses to endo- 
toxin which they believe are characteristic of the 
irreversible state in the dog. One hour before the 
experiment the dogs were given morphine sulfate 
and placed on a table. 

Using local procaine anesthesia, a plastic can- 
nula was advanced into the aorta via a femoral 
artery and attached to a mercury manometer to 
monitor blood pressure during the experiment. 
Both femoral veins were also cannulated for the 
giving of medications and the taking of blood 
samples. Plasma volumes and hematocrits were 
measured on all dogs before the endotoxin was 
given and at 90 minute intervals thereafter for 
periods up to 8 hours. These measurements were 
repeated if the dog was alive on the day following 
an experiment. All dogs dying during the course 
of the experiments were autopsied. Following the 
preliminary measurements, the dogs were given an 
intravenous lethal dose of crude endotoxin pre- 
pared as previously described from killed Esche- 
richia coli bacteria. Each new batch of crude 
endotoxin used was assayed on a new group of 
control dogs to establish the dose lethal for 95% 
of adult dogs. The dose of endotoxin used in these 
experiments averaged 7.5 mg. per Kilogram of 
body weight. Ten groups of dogs were studied 
with various forms of pretreatment. Summarizing 
the results the authors say that plasma loss, hemato- 
crit increase, plasma hemoglobin increase, and 
hemorrhagic necrosis of the bowel, all of which 
characterize irreversible shock due to endotoxin, 
apparently result from sympathomimetic action of 
endotoxin on the bowel. Agents which have an 
adrenergic blocking effect prevent death while the 
vasopressor drugs which are commonly used to 
treat this type of shock either are without effect or 
else actually potentiate the shock caused by endo- 
toxin by increasing intestinal ischemia. 
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Movement of the Cerebrospinal Fluid in the Cere- 
bral and Spinal Cord Spaces. Y. E. Moskalenko and 
A. I. Naumenko. Physiol. J. USSR (no. 9-12) 43:855- 
860, 1957 [New York]. 


Low-frequency electroplethysmography tracings 
were obtained from cats under general anesthesia 
at the department of physiology of the First Pavlov 
Medical Institute in Leningrad, permitting record- 
ing of changes in the electrical conductivity of the 
cerebrospinal fluid and blood in the cavities of the 
brain and spinal cord. Four trephine openings with 
a diameter of 5 mm. were made, 2 in the parietal 
bones and 2 in the vertebral column. Into these 
openings silver electrodes were screwed, and the 
openings were then sealed with collodion to restore 
the air-tight condition of the cerebrospinal spaces. 
An alternating current of 10,000 cps was delivered 
to the electrodes, and the passing of this current 
over a considerable period of time did not have 
any apparent effect on the experimental animal. 
The recording of changes in the electrical resistance 
of the cerebrospinal fluid and blood was effected 
with a specially devised apparatus. 

Results showed that the displacements of the 
cerebrospinal fluid associated with the respiratory 
movements of the animals were in opposite phase 
in the cerebral and spinal spaces; during inspiration 
electrical resistance diminished in the craniocere- 
bral space and increased in the spaces of the cord, 
and during expiration the reverse relationship held, 
pointing to both anatomic and physiological “an- 
tagonism” between these areas. In the respiratory 
shifts of the cerebrospinal fluid from the cerebral 
space into the spinal canal, an average of about 12 
to 15% of the fluid was involved. In addition to the 
respiratory shifts there were still the so-called dis- 
placements of the third order. These are very slow 
movements, occurring at a rate of 30 to 40 per hour, 
not always regular and sometimes feebly expressed. 
Movements of the third order are shifts of certain 
quantities of the cerebrospinal fluid from the cere- 
bral space to the spinal space and in the reverse 
direction, the volume constituting about 30% of the 
cerebrospinal fluid. The authors’ observations sug- 
gest that these movements of the third order are 
connected with the activity of the vasomotor cen- 
ters. The summated movement of fluid proved to 
be not regular, as the resultant movement depends 
on differently phased cardiac and respiratory move- 
ments and on waves of the third order. These dis- 
placements of fluid reach maximum proportions 
when the phases coincide, and when they are anti- 
thetical, the changes are much reduced. The move- 
ments of the cerebrospinal fluid associated with 
inspiration and expiration are the result of different 
conditions affecting the outflow of venous blood 
from the brain and spinal cord spaces. 
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BOOK REVIEWS 


Atlas of Technics in Surgery. By John L. Madden, M.D., 
F.A.C.S., Director of Surgery, St. Clare’s Hospital, New 
York. With 62 contributing authors discussing illustrated 
surgical technics. Cloth. $30. Pp. 648, with 1,843 illustra- 
tions by Alfred Feinberg and Robert Wabnitz. Appleton- 
Century-Crofts, Inc., 35 W. 32nd St., New York 1, 1958. 


To write an atlas of this type is a large undertak- 
ing. Dr. Madden and his contributors have com- 
bined their talents to produce a worthwhile atlas of 
surgical techniques but it must be emphasized that 
a book of this type would fall far short of its mark 
if the art work were not of the same caliber as the 
written text. Hence, special commendation must be 
given to the illustrators. The techniques illustrated 
represent those that have proved satisfactory in the 
hands of the author. Each operation is discussed 
not by its originator but rather by another surgeon 
who is particularly qualified in its performance. The 
various discussants have stressed important points 
and differences of opinion and stated their own 
preferences. This is a particularly valuable feature 
of the book. Many commonplace procedures have 
been included, as well as some of the newer and 
more extensive techniques, such as valvotomies, 
embolectomies, aortic grafts, and hepatic lobec- 
tomies. Although for the experienced operator 
many of the surgical minutiae in this text would 
provoke a divergence of opinion, the general pres- 
entation in this atlas should prove helpful and can 
be recommended to those interested in surgical 
technique. 


Iron in Clinical Medicine. Edited by Ralph O. Wallerstein, 
M.D., and Stacy R. Mettier, M.D. [An international sym- 
posium.] Cloth. $6. Pp. 283, with illustrations. University of 
California Press, Berkeley 4; 214 Royce Hall, University ot 
California, Los Angeles 24; Cambridge University Press, 
Bentley House, 200 Euston Rd., London, N. W. 1, England, 
1958. 


This volume consists of 23 papers dealing with 
the absorption, transportation, and storage of iron 
in the body and the use of iron preparations in the 
treatment of iron-deficiency anemia. These papers 
were presented at a symposium held at the Univer- 
sity of California School of Medicine in San Fran- 
cisco in January, 1957. The participants included 
leading investigators from the United States and 
abroad. The sections dealing with the metabolism 
of iron present a comprehensive and up-to-date 
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summary of current knowledge in this field. In the 
clinical section the use of the new iron-dextran 
parenterally administered iron preparation is em- 
phasized. The book should serve as a useful refer- 
ence source on the pharmacology of iron. 


A Method of Anatomy, Descriptive and Deductive. By 
J. C. Boileau Grant, M.C., M.B., Ch.B. Sixth edition. Cloth. 
$11. Pp. 879, with 862 illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2, 1958. 


This new edition of one of the leading textbooks 
of anatomy presents its subject by regions, but the 
unique emphasis is on the presentation of prin- 
ciples and correlation of facts and on the sig- 
nificance of morphology in acquiring an under- 
standing of structure related to function. This book 
is not an encyclopedia of anatomy. The arrange- 
ment and organization of subject matter is such 
that a great degree of freedom in dissection se- 
quence can be used without any sacrifice of unity 
or continuity in the text. Although the author has 
published a dissection manual, this volume can be 
used efficiently without a manual since procedures 
are presented which can serve as guides to dissec- 
tion but whose main objectives are to emphasize 
relations and other principles of the morphology 
under study. The principal features of embryologic 
development are presented where essential to an 
understanding of adult structures, including anoma- 
lies. Details of the central nervous system and 
microscopic anatomy are minimal. The new inter- 
national anatomic nomenclature (approved by the 
Sixth International Congress of Anatomists, Paris, 
1955) is used throughout. Where there is a sub- 
stantial difference between old and new termi- 
nology both are given. The regions presented are 
upper limb, abdomen, perineum and pelvis, lower 
limb, thorax, and head and neck, in that order. A 
general and a miscellaneous section complete the 
book proper. In 879 pages there are 862 figures and 
23 tables. The figures are line drawings and dia- 
grams carefully selected and drawn to show struc- 
tures, relationships, and key features with unusual 
clarity and simplicity. There is a list of selected 
references and an index. The print is clear and easy 
to read with important structures, areas, and rela- 
tions in boldface type or italics. The binding is 
attractive and sturdy. While this textbook is in- 
tended primarily for medical students taking gross 
anatomy, advanced students and physicians should 
find it a refreshing presentation of regional human 
anatomy. 
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QUESTIONS AND ANSWERS 


URIC ACID AND PREECLAMPSIA 


To tHE Eprror:—What would be the level of the 
blood uric acid in a patient for a mild pre- 
eclampsia to develop into a severe case or vice 
versa? Suppose a preeclamptic “quieting down” 
in all respects occurs, i. e., loss of edema, de- 
crease to normal blood pressure, and absence 
of albuminuria, while at the same time there is a 
progressive rise in daily blood uric acid levels, 
for instance, from 7.5 to 8.0 to 10.0 to 10.5 mg. %. 
Would it be the agreement of authorities in such 
a case to terminate the pregnancy? What is the 
significance of a rising blood uric acid level in a 
patient with preeclampsia with or without other 
signs and in one with the so-called unclassified 
toxemia, “fluid retention’? Is a rising blood uric 
acid level in a patient with “pure” fluid retention, 
in whom dietary measures alone mobilize fluid, 
an artifact? 


Louis F. Campana, M.D., Williamsport, Pa. 


ANnswer.—Chesley (Am. J. Obst. & Gynec. 38:430, 
1939) quoted the report of Stander and Cadden 
that in eclampsia the blood uric acid level is in- 
creased; concomitantly, there is little or no increase 
or only later increases in the other nitrogenous 
metabolites of the blood. High blood uric acid lev- 
els are also found when the nonprotein nitrogen 
level rises because of renal impairment. This sug- 
gests that absolute values for the blood uric acid 
may not have as much significance in toxemia of 
pregnancy as would the ratio of uric acid to some 
other substance. Accordingly, Chesley made a study 
of the ratio between the blood uric acid and the 
nonprotein nitrogen levels. He concluded that the 
absolute level of blood uric acid is often elevated 
in eclampsia. More generally, the ratio of uric acid 
to nonprotein nitrogen is increased. The upper limit 
of normal for this ratio is about 10%. Chesley (Am. 
J. Obst. & Gynec. 59:960, 1950) also showed that 
the simultaneous renal clearances of urea and uric 
acid usually make a clear-cut separation for diag- 
noses of preeclampsia, hypertensive disease, and 
renal disease. In uncomplicated hypertensive dis- 
ease, both clearances are normal; in renal disease, 
both are low; and in preeclampsia, the uric acid 
clearance is disproportionately depressed. Dieck- 
mann (The Toxemias of Pregnancy, ed. 2, St. Louis, 
C. V. Mosby Company, 1952, p. 121) said that star- 
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vation, a high fat diet, blood concentration, and an 
oliguria or anuria all result in a rapid increase in 
the uric acid concentration. There is no significant 
change in normal pregnancy. The uric acid concen- 
tration is increased in eclampsia and preeclampsia. 
Stander contended that the uric acid content in the 
blood may be regarded as a fairly safe criterion of 
the severity of the preeclampsia or the eclampsia. 
Since the concentration of uric acid may be changed 
by various factors, Dieckmann thought that the in- 
creased concentration in eclampsia could be at- 
tributed to the oliguria. Normal uric acid values 
have been reported in proved cases of acute yellow 
atrophy of the liver. Stander reported a high blood 
uric acid concentration in chloroform poisoning. 
These contradictory results may be attributed to 
impairment in both the formation and the destruc- 
tion of uric acid. Crawford reported that the plasma 
uric acid level increased immediately after the 
onset of convulsions in patients with toxemia. Simi- 
lar findings were obtained after artificially pro- 
duced convulsions in nonpregnant patients. Because 
of the contradictions in the literature specific an- 
swers cannot be given to the four questions asked. 


LYMPHEDEMA 
To tHE Eprror:—A 40-year-old woman has a dif- 
fuse swelling of the right leg extending from 
the ankle up to the thigh. About a year prior 
to the onset of this swelling, she injured her 
ankle; otherwise, she has had no injury to this 
leg or any history of infection or varicose veins. 
The clinical picture suggests lymphedema for 
which no cause has been found. The other leg 
is entirely normal. The patient is able to work 
but complains of unsightliness of the leg and 
some tiredness on any extensive walking or stair 
climbing. Is there any form of -therapy other 
than elastic support? The patient does not seem 
to have reached the stage where extensive ex- 
cision of the subcutaneous tissues is indicated. 
M.D., New York. 


ANsSWER.—The condition described is undoubt- 
edly lymphedema. It seems unlikely that the earlier 
injury had anything to do with it unless there was 
an infection which led to fibrosis and sclerosis of 
some of the major lymphatic channels or lymph 
nodes. Since most forms of lymphedema affect the 
lower extremities primarily, gravity has a major 
role in producing the swelling and causing it to 
persist. Occasionally, if the patient is kept flat in 


A 
> 
, 


198/778 


bed with the affected leg elevated enough fluid 
will drain out so that a properly applied elastic 
roller bandage will keep the leg fairly well re- 
duced in size. Elastic stockings are apt to be much 
less satisfactory than a properly applied elastic 
roller bandage. The less time a person must stand 
on his feet, the less opportunity there is for gravity 
to produce its effect. Operations either to remove 
the chronically diseased fibrotic tissue or to try to 
establish a lymphatic bridge are sometimes helpful 
but have not been notably successful. Certainly an 
operation is not indicated in the patient described. 


RECURRENT JAUNDICE 

To THe Eprror:—In 1950, two months after immu- 
nization for yellow fever, a patient developed 
jaundice, At that time the total bilirubin value 
was never more than 3 mg. per 100 cc. Re- 
sults of numerous thymol turbidity and cephalin 
flocculation tests, determinations of blood pro- 
tein levels, and a liver biopsy were all reported 
as normal. The patient was examined at several 
army installations and was finally discharged 
with a diagnosis of “chronic hepatitis,” although 
constitutional hepatic insufficiency was also 
considered. It is not stated on his Army rec- 
ord whether hepatosplenomegaly was present at 
any time. He now states that during the seven 
intervening years he has had what he calls “bad 
attacks,” averaging about twice a year. These 
attacks come on suddenly, the eyes becoming 
jaundiced, the stools light, and the urine dark. 
The jaundice lasts two to seven days. The patient 
feels weak and ill, but he is not certain whether 
fever has ever existed. During these episodes he 
may lose 20 lb. (9.1 kg.). In the interim he feels 
well, although at times he has minor episodes 
in which he feels weak and may have to lay off 
work for two or three days. 

He has been seen on two occasions, during 
which he complained of abdominal distress. On 
the first he had a temperature of 101.8 F 
(38.8 C) at the onset. Examination during one 
attack revealed no definite hepatosplenic en- 
largement, but he had tenderness in the left flank 
near the umbilicus. On the first occasion (almost 
two years ago) the one-minute direct bilirubin 
test showed a value of 0.1 mg. per 100 cc. of 
serum; the total value was 2.8 mg. per 100 cc. 
The cephalin flocculation was 3+-. Sulfobro- 
mophthalein retention was 16% in 15 minutes 
and 7% in 30 minutes. The blood protein level 
was 9.09 Gm. per 100 cc., with 6.29 Gm. of al- 
bumin and 2.8 Gm. of globulin per 100 cc. The 
alkaline phosphatase level was 4 Bodansky units. 
The prothrombin time was normal. The sedimen- 
tation rate was normal. The white blood cell 
count was normal, with a normal differential 
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count. The hemoglobin level was 14.8 Gm. per 
100 cc, with 1% reticulocytes. The hematocrit 
value was 40%. Serology tests gave negative re- 
sults. The blood cholesterol level was 163 mg. 
per 100 cc. A Graham-Cole test of gallbladder 
function showed negative findings. An_ intra- 
venous pyelogram and a roentgenogram of the 
abdomen showed normal results. The urine was 
negative for bile acids and bile pigments. Stools 
and material obtained by duodenal drainage 
were negative for ova, parasites, and pathogenic 
organisms. 

On the second occasion he had epigastric dis- 
tress, particularly in the right upper quadrant 
with some referral at times to the shoulder, and, 
occasionally, hiccups. When he was first seen, 
there was merely tenderness over the right upper 
quadrant and on pressure over this quadrant some 
pain radiated to the shoulder and the anterior 
part of the thorax. This was particularly true if a 
deep breath was taken while the right upper 
quadrant was being palpated. No jaundice of the 
eyes was present until a period of 14 days had 
elapsed, when this condition appeared and, also, 
light stools. About one week after this, a 
definitely palpable liver and spleen were present. 
During this illness there was no rise in tem- 
perature. Repetition of a gallbladder series at 
this time revealed no pathology. The cephalin 
flocculation was 14+ at 48 hours, and the direct 
bilirubin value was 0.77 mg. per 100 cc. of 
serum. Thymol turbidity was 1 unit. Sulfo- 
bromophthalein retention was 16% in 15 min- 
utes and none in 30 minutes. The transami- 
nase value was 45 units. Examination of a blood 
smear revealed a normal red blood cell structure. 
The hemoglobin level was 15.5 Gm. per 100 cc., 
with a reticulocyte count of 2%; a repeated reticu- 
locyte count was 1.5%. The sedimentation 
rate was normal. There was 7.9 Gm. of serum 
proteins per 100 cc., with 6.1 Gm. of albumin 
and 1.8 Gm. of globulin per 100 cc. The blood 
uric acid level was 5.9 mg. per 100 cc. The 
urinary amylase value was 84 units, and the urine 
was negative for bile acids and bile salts. Stools 
revealed no abnormal amounts of fat. Two weeks 
after the appearance of the splenomegaly, the 
liver and spleen were no longer palpable. 

Is this condition “cholangiolitis” rather than 
parenchymal “hepatitis”? 

M.D., Washington. 


AnswerR.—This patient presents a difficult and 
unusual problem. Essentially it is a case of recur- 
rent jaundice over a period of seven years with no 
laboratory evidence of parenchymal liver disease 
except for a single positive cephalin-cholesterol 
flocculation test. Under these circumstances it is 
necessary to consider the four types of jaundice, 
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namely, hemolytic, retention, that due to parenchy- 
mal liver disease, and that due to extrahepatic ob- 
struction. Hemolytic jaundice can be quickly ruled 
out because of the presence of light stools and dark 
urine, although one cannot eliminate the possibility 
of a hemolytic factor associated with one of the 
other forms of jaundice. Retention jaundice, as seen 
in constitutional hepatic insufficiency or as some- 
times occurs after an attack of acute viral hepatitis, 
can be ruled out for similar reasons, as well as the 
fact that the prompt direct serum bilirubin value 
was distinctly elevated on one occasion. Extra- 
hepatic obstructive jaundice would appear unlikely 
in view of the normal gallbladder visualization, the 
absence of pain, and the essentially normal level of 
serum alkaline phosphatase. Cholangitis due to bac- 
terial infection would not occur in the absence of 
obstruction and, in addition, would be associated 
with chills and fever. Spasm of the ampulla of 
Vater, as described in the French literature, must 
be considered as a possibility, but the diagnosis is 
difficult to make and it is highly unlikely in this 
case because of the occurrence of splenomegaly. By 
the process of elimination, it would thus appear 
most likely that this patient has some type of low- 
grade parenchymal liver disease associated with 
icteric relapses. Cases of chronic progressive viral 
hepatitis of this sort do occur and are not neces- 
sarily associated with liver damage. The condition 
of such patients tends to relapse in association with 
acute intercurrent infections or with overexertion. 
In such cases, the spleen may become enlarged and 
the jaundice may be due in part to a transitory 
increased rate of hemolysis. Although unlikely, the 
possibility of chronic amebic hepatitis must also be 
entertained. Other etiological forms might be con- 
sidered, such as leptospiral infection, but these are 
rather rare. 

In the management of this case it would be best 
to give the patient a course of therapy with chloro- 
quine, 250 mg. twice a day for two or three weeks. 
If this is without benefit, then amebiasis can be 
ruled out. After this, a biopsy should be performed 
to make certain that extensive liver damage is not 
present. Although it would appear unlikely, never- 
theless laboratory procedures cannot be completely 
relied on in this regard. A biopsy should also estab- 
lish the presence of some inflammatory reaction in 
the parenchymal tissue and firmly establish the 
diagnosis. Treatment of chronic relapsing viral 
hepatitis should consist of avoidance of secondary 
infections and overexertion. During episodes of 
relapse, physical activity should be restricted. Diet 
is probably of no importance. Steroid therapy, such 
as the administration of prednisone, may be effec- 
tive if there is an element of hypersplenia. In some 
cases splenectomy is justified. This, however, is 
a difficult matter to determine without actual 
measurements of survival times of red blood cells. 
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Elevated values for reticulocytes and increased 
erythropoiesis in the bone marrow are suggestive 
evidence in this regard. 


PROPHYLACTIC GASTRECTOMY 


To THE EpIToR:—In 1943, a 27-year-old man with 
no familial history of pernicious anemia under- 
went a three-fourths gastric resection because 
of histamine-fast achlorhydria, prepyloric lesion, 
and diarrhea. On histological examination, the 
operative specimen showed nonspecific gastritis. 
Through the following years the patient suffered 
from a severe dumping syndrome, slight hypo- 
chromic nutritional anemia, and moderate loss 
of weight. He has been on therapy with 30 meg. 
of vitamin B,, given intramuscularly once a 
month and has shown no evidence of pernicious 
anemia. He is now 43 years old and in fairly 
good health, but a_ radioactive cobalt (Co*°) 
assay with vitamin B,, showed no excretion in 
24 hours in the urine. The findings seem to indi- 
cate a true pernicious anemia well treated. The 
patient is concerned because of the increased 
incidence of cancer of the stomach, even though 
he has the cardia and a small fundal portion left. 
Hitchcock's group at Minnesota is said to show 
figures that indicate a 5% probability of cancer 
in patients with pernicious anemia. They advise 
gastroscopic studies every three months. Does the 
increased incidence of cancer warrant total gas- 
trectomy in either this patient or others with 
pernicious anemia without gastrectomy? Will 
gastroscopy give enough visualization in the 
small remaining cardia to be repeated every 
three months? The patient has had a gastro- 
intestinal series annually since 1943. Should 
roentgenograms be made less often? What are 
the after-effects of total gastrectomy and _ its 
operative mortality? 

M. D., Michigan. 


Answer.—The diagnosis of pernicious anemia in 
this case seems established, although the radio- 
active cobalt (Co*°) assay of vitamin B,. would 
have been more conclusive if a normal excretion 
of the vitamin had been shown to follow the injec- 
tion of Co”’-labeled vitamin B,. given concomitant- 
ly with intrinsic factor. The increased incidence 
of gastric malignancy in patients with pernicious 
anemia reported by Hitchcock seems to have re- 
sulted from selected population studies. Other 
unselected series have failed to demonstrate an 
increased incidence of gastric carcinoma in patients 
with pernicious anemia, and certainly the magni- 
tude of increase, if present, does not exceed the 
normal by more than four times. The increased in- 
cidence of cancer is, in an unqualified sense, not 
sufficient to warrant total gastrectomy either in 
this patient or in others with pernicious anemia 
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without gastrectomy. This patient, with severe 
dumping and weight loss after a partial resection, 
faces a risk of further inanition, secondary infec- 
tion, and depletion svndromes which in themselves 
may be fatal even if gastrectomy is accomplished 
successfully. Total resection would be justified only 
if malignancy were proved to be present. A well- 
trained endoscopist can frequently visualize the 
major portion of the gastric stump. Repeated gas- 
troscopic examinations can certainly contribute 
toward the early recognition of malignancy. Quar- 
terly gastroscopy, however, seems radical. An an- 
nual or, at most, semiannual examination should 
suffice. Several factors with regard to gastric malig- 
nancy are in this patient’s favor. First, the patient 
and the clinician are alerted to the potential de- 
velopment of malignancy. Second, those malig- 
nancies developing in the atrophic stomach have a 
relatively good prognosis because they tend to 
begin as localized polypoid lesions. Early diagnosis 
is possible by several methods, the most promising 
being gastric cytology, which is as accurate as the 
roentgenographic and gastroscopic examinations, is 
well tolerated by the patient, and carries no risk. 
Furthermore, polypoid malignancy lends itself to 
a successful surgical excision. This patient can be 
strongly reassured on the basis of these facts. The 
use of four diagnostic aids (examination of the 
feces for occult blood, gastric cytology, gastroscopy, 
and x-ray ) should reassure the physician. The after- 
effects and operative mortality of total gastrectomy 
are similar to those of partial gastrectomy but 
greater. The operative mortality is at least 15% and 
may be much higher. The morbidity, however, is 
high: nutrition problems, anemia, inability to main- 
tain weight, diminished intake of food, abdominal 
pain, and diarrhea. In short, the operation contem- 
plated is not indicated. It would be prophylaxis 
carried to the point of absurdity. 


RADIOACTIVE GOLD (AU**) 

To tHE Eprror:—What is the present status of, 
indications for, and results from the use of radio- 
active gold for the treatment of ovarian cancer? 
Where can one obtain this agent? 

D. D. Dieter, M.D., Eustis, Fla. 


ANnswer.—Radioactive gold (Au'®"), a radioactive 
isotope of gold, is available through the Medical 
Division of Atomic Energy Commission, Oak Ridge, 
Tenn., only to those who are registered as being 
qualified in the handling of radioactive materials. 
Such special equipment as gloves and syringes is 
required in the handling of this isotope because 
of the high gamma component. Its use carries a 
high incidence of complications, particularly ad- 
hesions and intestinal fistula (local injury ). Special 
isolation room and nursing care is indicated be- 
cause of the danger to those providing the nursing 
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care as well as to other patients. The indications 
are chiefly palliative control of ascites and implants 
less than 8 mm. in diameter. The use of radioactive 
colloidal chromic phosphate (P*’) instead of radio- 
active gold is suggested. 


POSTMENOPAUSAL BLEEDING 

To tHe Eprror:—Is it possible for a 62-year-old 
woman, who went through the menopause at 
the age of 45 and who has had no menstrual 
bleeding since that time, to have menstrual 
bleeding? This bleeding occurred after an auto- 
mobile accident in which she was severely shaken 
up but did not sustain direct injury to the pelvis 
or lower abdomen. It persisted despite dilatation 
and curettage, so that a hysterectomy was neces- 
sary. Would the bleeding be entirely based on, 
or the result of, the accident and not due to some 
other cause? 

Dexter T. Ball, M.D., Santa Ana, Calif. 


ANnswer.—An adequate answer to this question 
would necessitate more information as to the time 
sequence of the accident and the bleeding, as well 
as to the histopathological picture of the curettage 
and hysterectomy specimens. Bleeding may occur 
after menopause from a_ variety of conditions. 
Among these are a_ persistent estrogenic endo- 
metrium, endometrial and endocervical polyps, 
carcinoma of the cervix or endometrium, hormone 
therapy, occasionally submucous myomata, and, in 
hypertensive women, occasionally atrophic endo- 
metrium. Consideration should be given to the fact 
that the stress of the accident may have upset 
hormonal balances so that bleeding may have re- 
sulted. Several investigators, including Davis and 
co-workers (J. Clin. Endocrinol. 12:697, 1952), For- 
sham and associates (J. Clin. Endocrinol. 8:15, 
1948), and Farnsworth (in Proceedings of the First 
Clinical ACTH Conference, edited by J. R. Mote, 
Philadelphia, the Blakiston Company, 1950, pp. 
297-317), have reported menstruation, in patients 
who previously had amenorrhea, after ACTH 
administration, and others, including Jones and co- 
workers (Fertil. & Steril. 4:49, 1953) and Green- 
blatt (Am. J. Obst. & Gynec. 66:700, 1953), have 
demonstrated that cortisone therapy administered 
to women with amenorrhea has been followed by 
menstruation. The alteration of menstrual function 
under severe emotional or physical trauma has long 
been noted in the premenopausal period, and a 
definite relationship between hypothalamus, ACTH, 
corticosteroids, and menstrual bleeding apparently 
does exist. However, there is no supporting evi- 
dence that this same mechanism does or can take 
place after the menopause. Bleeding severe enough 
to necessitate a hysterectomy would lead one to 
guess that the bleeding was due to some vascular 
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disorder which may or may not have been condi- 
tioned by the hormonal changes accompanying 
the stress of the accident. Functional bleeding of 
this severity may occur, but it is highly unlikely 
after the menopause. 


AMBLYOPIA EX ANOPSIA 


To tHE Epitor:—In reading the answers supplied 
by the consultant regarding amblyopia ex anopsia 
in THE JouRNAL, Nov. 22, 1958, page 1732, I was 
amazed by the statement, “Glasses are prescribed 
for one purpose only, and that is to improve the 
visual acuity. There is no therapeutic value in 
wearing glasses.” This is certainly a misleading 
statement. There are several reasons for prescrib- 
ing glasses besides improving visual acuity, one of 
the most common being for comfort. The thera- 
peutic value of glasses, although not common, is 
certainly well recognized in accommodating eso- 
tropias, in which glasses completely straighten 
the eyes. In some patients anisometropia, in which 
the hyperopia is more than 2 diopters greater in 
one eye, is one of the reasons for so-called am- 
blyopia ex anopsia. If this is diagnosed before the 
age of 3 or 4 years and glasses prescribed to cor- 
rect the difference between the two eyes, the 
amblyopia can be prevented or cured. Sometimes 
a patch over the stronger eye is necessary. 

Dan A. Russell Jr., M.D. 
429-433 Medical Arts Bldg. 
San Antonio 5, Texas. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To tHE Eprror:—The patient under discussion had 
amblyopia ex anopsia. Vision at 13 years of age 
was 20/50 in the right eye and 20/15 in the left 
eye. There was no pathology, no strabismus, and 
no discomfort. Although the refractive status of 
the eyes was not stated, it was presumed that the 
earlier ophthalmological examinations revealed 
that the visual acuity of the right eye could not 
be improved by the use of glasses. There was no 
discomfort to be relieved. The statement that 
“there is no therapeutic value in the wearing of 
glasses” is pertinent in the case under discussion 
and is the answer to the original question. 
Glasses that have a refraction value to improve 
visual acuity are helpful in treating ocular im- 
balance, give relief of symptoms of eye strain, and 
in several ways are of therapeutic value. How- 
ever, if the visual acuity is not improved, a neu- 
tral, blank, or even tinted plain glass in a spec- 
tacle frame will have a psychological effect—the 
treatment is social, not scientific. To the question 
here of whether proper glasses will “do anything 
to check the loss or even improve the vision,” the 
answer is no. 
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PAGET'S DISEASE (OSTEITIS DEFORMANS) 


To tHE Eprror:—The question on treatment of 
Paget's disease (osteitis deformans), which ap- 
peared in THE JouRNAL, Aug. 9, 1958, page 1904, 
was competently answered. However, in a simi- 
lar case in a 60-year-old woman, a_ physician 
has strictly objected to the drug recommended 
by the consultant. Is agranulocytosis or impaired 
liver function to be thought of despite the small 
doses of phenylbutazone advised? To add to the 
patient's pain and discomfort by telling her that 
nothing can be done would be to inflict severe 
psychic trauma—a classic example of iatrogenesis. 
This patient feared a pathological fracture. The 
deformity of her leg was slight four years ago 
but has progressed to merit the designation of 
osteitis deformans. If, four years ago, some sort 
of orthopedic appliance, elastic stockings, or 
elastic bandages had been used, would not the 
patient have derived some benefit in lessening 
the pain and deformity? Even at this stage, may 
some sort of an appliance be prescribed for her 
that would offer some comfort? 

Meyer Golob, M.D. 
3427 S.W. 26th St. 
Miami 33, Fla. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To tHe Eprror:—Many cases of deformity due to 
osteitis deformans, including marked bowing of the 
tibias or femurs, have been seen by this consult- 
ant. No instance of spontaneous fracture of any 
of the major bones has been observed. When frac- 
ture has occurred as the result of trauma, healing 
has been delayed but union has usually resulted. 
The use of elastic bandages or elastic stockings 
for a condition which affects the bones, primarily, 
is of no value. If the bowing is marked or is defi- 
nitely increasing, consideration should be given a 
long-leg type of brace with ischial weight-bearing 
or with a leather-laced cuff for the thigh so that 
the weight will be distributed to a level proximal 
to the site of strain on the affected bones. This 
consultant has not read of any case of agranulocy- 
tosis which resulted from doses of phenylbutazone 
of less than 200 mg. per day. In spite of that fact, 
it is advisable to have a blood cell count, including 
hemoglobin and differential, every two or three 
weeks while the patient is taking this drug. 


CORAL SNAKE BITES 


To tHE Eprror:—Many snake bites, both poisonous 
and nonpoisonous, are seen in the Southwest, but 
considering the number of coral snakes in this 
area the rarity of the bite is odd. A patient was 
seen recently who received a coral snake bite 
through the seat of his pants. His symptoms were 
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restricted to weakness, which became profound 
in the ensuing two weeks. The weakness con- 
tinued for many months, but eventually the pa- 
tient completely recovered. How much of the 
weakness was pathological and how much psy- 
chological is unknown. Treatment in addition to 
that outlined in Tur JouRNAL, Nov. 8, 1958, page 
1425, included large amounts of vitamins by in- 
jection. Vitamin B, apparently was of help. 

C. R. Queen, M.D. 

113 8. 10th St. 

Edinburg, Texas. 


The above comment was referred to the consult- 
ant who answered the original question, and _ his 
reply follows.—Eb. 


To THe Eprror:—Muscular weakness and paralysis 
are not uncommon in severe coral snake venom 
poisoning. The venom of coral snakes is primarily 
a neurotoxin. Brazil and Barrio pointed out the 
curare-like effects of Micrurus venoms (Prensa 
méd. argent. 37:1249, 1950). The prolonged period 
of muscular weakness in the case described sug- 
gests neurological damage. Although vitamin B, 
has been used, with equivocal results, in the treat- 
ment of diseases characterized by muscular weak- 
ness, no experimental or clinical studies have 
shown its efficacy in the treatment of coral snake 
envenomation. 


TREATMENT OF SNAKE BITE 


To rue Eprror:—In the Journar, Oct. 18, 1958, 
page 980, a question was asked on the treatment 
of snake bite. There have been so many short 
articles and so much conflicting information on 
the treatment of snake bite that one more com- 
munication would seem somewhat superfluous. 
Nevertheless, some of the recommendations that 
were given are open to some criticism: There is 
no criticism concerning the recommended in- 
activity, since exercise will facilitate distribu- 
tion of the poison. By the same token, the use 
of epinephrine (suggested in the fourth recom- 
mendation) cannot be condoned. Epinephrine, in 
addition to being an effective pressor agent, has 
the same disadvantage that exercise has, in that 
it produces tachycardia, one of the things to be 
guarded against. In place of epinephrine, several 
of the newer pressor drugs can be recommended. 
For emergency use, to be carried about in a phy- 
sician’s bag, there is methoxamine hydrochloride. 
This drug can be given intramuscularly or intra- 
venously, is an effective pressor agent, and does 
not produce tachycardia. On the contrary, it pro- 
duces a bradycardia which should be desirable. 
A second drug, similar to methoxamine, is me- 
phentermine. This also can be given intramuscu- 
larly or intravenously. For hospital use there is 
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nothing to equal levarterenol. This drug must be 
given intravenously. These three drugs wilt slow 
absorption of the venom by the peripheral vaso- 
constriction they produce. They are also useful 
in treating shock, if this should occur. 

No criticism can be directed toward the state- 
ments concerning the use of antivenin and the 
tourniquet. The same can be said concerning the 
advantages of ACTH and/or adrenal steroids. 
Both are useful adjunctive treatment. One would 
agree with the statement that tetanus antitoxin 
and antibiotics are indicated. Similarly, cryother- 
apy, as advised years ago by Dr. Frederick M. 
Allen, should be used by applying ice cubes to 
the bitten part, usually an extremity, while the 
patient is awaiting transportation to the hospital. 
Exception can be taken to one statement in the 
answer which concerns the availability of coral 
antivenin. The statement is made that “there is 
no antivenin available in this country against the 
coral snake.” This statement may have been true 
a year or two ago, but it is not true today. In 
Florida alone a supply of coral snake antivenin is 
currently available in Tampa (fire department); 
at Mound Park Hospital, St. Petersburg; and the 
Hollywood (Fla.) Memorial Hospital. This anti- 
venin is made from cobra venom, since it is diffi- 
cult or impossible to persuade the coral snake 
itself to yield a supply of venom large enough 
for the purpose. Both are neurotoxic, so that co- 
bra antitoxin can be used to treat coral snake 
bites. Incidentally, I am aware of only one source 
of supply of this preparation, the South African 
Institute for Medical Research in Johannesburg, 
South Africa. There may be others. 

Another statement, “The trend is definitely 
away from incision and suction,” is open to crit- 
icism. I am not aware of any trend away from 
either one. Incision and suction work hand in 
hand with the tourniquet by tending to pull out 
of the tissues the venom which is being “pushed 
out” by the passive hyperemia produced by the 
proper application of the tourniquet. Finally, the 
use of a tourniquet in coral snake bite is con- 
troversial. Some authorities, like Ross Allen, say 
that it should not be used. My own feeling is 
that it should be used so tightly as to isolate 
completely the bitten extremity from the rest of 
the body. This is in contradistinction to the man- 
ner in which the tourniquet should be used in 
cases of bites by snakes of the Crotalidae family 
(rattlesnake, water moccasin, and copperhead). 
In these cases, the tourniquet is applied tightly 
enough to occlude both lymphatic and venous 
outflow from the limbs but not tightly enough to 
occlude arterial inflow. 

A. H. Raynolds, M.D. 
Veterans Administration Center 
Bay Pines, Fla. 
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